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ABSTRACT 


Recent  state  initiatives  to  insure  low-income  children,  such  as  the  State  Children's 
Health  Insurance  Program  (S-CHIP),  have  done  little  to  assure  coverage  for  uninsured, 
non-pregnant  adult  family  members.  Child  and  family  advocates  have  argued  with  little 
empirical  evidence  that  extending  insurance  coverage  to  all  family  members  would  not 
only  improve  adults'  ability  to  obtain  timely  health  care  but  their  children's  as  well.  The 
main  purpose  of  this  study  was  to  examine  the  relationship  of  family  health  insurance 
coverage  with  ability  to  obtain  health  care  for  individuals,  particularly  children. 

This  study  used  data  from  the  first  three  rounds  of  the  longitudinal  Kaiser  Survey 
of  Family  Health  Experiences  (K-SOFHE)  conducted  from  October  1995  through 
January  1998.  hi  1995-96,  nearly  one-quarter  of  insured  persons  in  families  with 
uninsured  family  members  had  maintained  a  relationship  with  their  usual  source  of  care 
for  less  than  one  year  compared  with  only  13  percent  of  insured  persons  in  entirely 
insured  families.  For  all  insured  children,  just  over  three  percent  with  privately  insured 
mothers,  7.6  percent  with  mothers  in  Medicaid,  and  12.2  percent  with  uninsured  mothers 
experienced  delay  in  getting  care  or  did  not  obtain  needed  health  care  at  all.  Of  insured 
children  whose  mothers  had  lost  health  insurance  coverage  in  Rounds  2  or  3,  just  over 
eight  percent  experienced  difficulty  in  obtaining  needed  health  care  prior  to  the  loss  of 
coverage.  After  the  mother  lost  insurance,  however,  the  proportion  of  these  children  who 
experienced  difficulty  in  obtaining  health  care  rose  to  14.7  percent,  despite  the  children 
having  retained  insurance  coverage  themselves.  Among  children  whose  mothers  retained 
health  insurance,  the  proportion  that  experienced  difficulty  in  obtaining  care  actually 
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declined  from  3.9  percent  to  2.7  percent  during  the  same  period.  Differences  between 
children  whose  mothers  lost  insurance  and  those  whose  mothers  did  not  had  grown  from 
a  non-significant  difference  before  the  mother's  loss  of  insurance  to  12.0  percent  after  the 
loss  (p<.001). 

Policies  that  extend  health  insurance  to  some  family  members  while  leaving 
others  uninsured  might  have  the  inadvertent  consequence  of  diminishing  the  potential 
effect  on  abiUty  to  obtain  timely  health  care  for  targeted  individuals. 
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Chapter  1 
Introduction 


Despite  failed  comprehensive  national  health  insurance  reform  in  1994,  extending 
coverage  to  uninsured  children  has  been  a  clear  and  consistent  policy  goal  over  the  past 
decade.  As  part  of  the  Omnibus  Reconciliation  Acts  (OBRA)  of  1989  and  1990, 
Congress  successfully  passed  legislation  that  expanded  Medicaid  eligibility  for  children 
in  poverty  up  through  the  age  of  18  by  the  year  2002.1'  2  Building  on  the  OBRA 
provisions  with  bipartisan  support,  the  105*  Congress  enacted  the  State  Children's 
Health  hisurance  Program  or  "S-CHEP"  as  part  of  the  1997  Balanced  Budget  Act. 
Codified  as  Title  XXI  of  the  Social  Security  Act,  this  legislation  provides  approximately 
$4  billion  per  year  in  new  federal  funds  (more  than  $40  billion  over  the  next  decade)  to 
insure  children  ineligible  for  Medicaid  and  without  access  to  private  insurance.3-5 

While  the  Medicaid  expansions  and  newly  created  S-CHIP  potentially  could 
provide  health  insurance  to  the  majority  of  the  11 .3  million  currently  uninsured  children 
over  the  coming  years,  they  have  done  little  to  cover  adult  family  members  who  are  also 
without  insurance.  A  recent  analysis  of  the  1997  Current  Population  Survey  (CPS)  found 
that  approximately  80  percent  or  6.8  million  parents  of  uninsured  children  were  also 
uninsured  in  1996.6  xhis  finding  suggests  that  lack  of  health  insurance  is  a  shared  family 
problem. 

As  states  look  to  expand  health  insurance  to  children,  some  are  actively 
developing  proposals  to  extend  coverage  to  uninsured  adult  family  members.  Only  under 
certain  limited  circumstances,  however,  does  the  S-CHIP  legislation  permit  states  to 
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extend  health  insurance  to  uninsured  aduU  family  members.'  As  of  March  1999,  the 
Health  Care  Financing  Administration  (HCFA)  has  not  yet  issued  any  written  guidelines 
for  the  family  coverage  "variance"  or  waiver,  which  would  allow  states  to  implement 
plans  to  cover  uninsured  adult  family  members  of  program  eligible  children. 
Nevertheless,  Massachusetts'  CHIP  family  coverage  variance,  which  subsidizes  premium 
costs  for  families  with  access  to  employer-based  insurance,  has  already  been  approved  by 
HCFA.7,  8 

Due  to  the  number  of  restrictions  in  Title  XXI,  many  states  are  looking  to  the 
Medicaid  program  as  the  best  way  to  leverage  federal  dollars  to  provide  health  insurance 

to  working  families.^  On  August  4,  1998  the  President  aimounced  a  new  initiative  that 
would  give  states  the  flexibility  to  raise  the  Medicaid  income  eligibility  levels  and 
provide  insurance  coverage  to  more  two-parent  working  families.  States  also  would  have 
the  option  to  cover  additional  categories  of  people  not  otherwise  eligible  for  Medicaid. 
Moreover,  changes  in  the  Medicaid  program  can  occur  concurrently  with  CHIP  family 
variance  waivers  and  independent  state  initiatives  to  provide  comprehensive  coverage  to 
all  family  members.^ 

Child  and  family  advocates  argue  that  extending  health  insurance  to  adult  family 
members  (particularly  the  mothers)  of  S-CHIP  and  Medicaid  eligible  children  would  not 
only  encourage  greater  program  participation,  but  also  would  promote  access  to  care  for 
eligible  children  themselves.  They  claim  that  the  integration  of  family  members  into  one 

'  Section  2105(c)(3)  of  Title  XXI-State  Children's  Health  Insurance  Program  reads:  Payment  may  be  made 
to  a  State  under  subsection  (a)(1)  for  the  purchase  of  family  coverage  under  a  group  health  plan  or  health 
insurance  coverage  that  includes  coverage  of  targeted  low-income  children  only  if  the  State  establishes  to 
the  satisfaction  of  the  Secretary  that-(A)  purchase  of  such  coverage  is  cost-effective  relative  to  the  amounts 
that  the  State  would  have  paid  to  obtain  comparable  coverage  only  of  the  targeted  low-income  children 
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insurance  package  and  network  of  providers  would  facilitate  having  a  regular  source  of 
care  for  the  entire  family,  which  would  improve  the  likelihood  of  timely  receipt  of  health 

services.^  Since  children's  health  care  utilization  patterns  closely  reflect  those  of  their 
parents  (particularly  their  mothers),  extending  health  insurance  to  uninsured  adult  family 
members  would  have  the  additional  benefit  of  contributing  to  timely  use  of  care  for 
children  as  well.  Timely  use  of  preventive  and  on-going  ambulatory  care  would  in  turn 
prevent  deterioration  of  health  problems  and  expensive  curative  care  in  the  future. 

Despite  assertions  by  advocates,  the  relationship  between  family  health  insurance 
coverage  and  ability  to  obtain  needed  care  for  individuals  within  the  family  has  not  been 
empirically  tested  or  supported  by  available  research.  The  elucidation  of  these  pathways 
would  contribute  not  only  to  the  implementation  of  S-CHEP  and  other  publicly  sponsored 
insurance  programs,  but  also  substantially  would  inform  our  understanding  of  access  to 
health  care  for  individuals  within  a  family-oriented  framework.  Moreover,  as  federal  and 
state  governments  spend  billions  of  dollars  to  extend  health  insurance  to  children, 
perhaps  greater  focus  on  'family'  coverage  would  be  more  effective  in  achieving  the 
explicit  goal  of  insuring  eligible  children  and  improving  their  access  to  health  care. 

Therefore,  the  purpose  of  this  dissertation  is  to  understand  better  the  effect  of 
family  health  insurance  coverage  on  the  delayed  or  unmet  health  care  needs  of 
individuals,  particularly  children.  Unlike  much  of  the  previous  research  focusing  on  child 
access  to  health  care,  this  study  recognizes  that  most  care-seeking  decisions  for  children 
occur  within  the  family  context,  and  usually  are  mitigated  by  the  mother.  This  study  also 
takes  advantage  of  three  years  of  panel  data  from  the  longitudinal  Kaiser  Survey  of 

involved,  and  (B)  such  coverage  shall  not  be  provided  if  it  would  otherwise  substitute  for  health  insurance 
coverage  that  would  be  provided  to  such  children  but  for  the  purchase  of  family  coverage. 
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Family  Health  Experiences  (K-SOFHE)  to  assess  change  in  health  insurance  coverage 
and  access  to  care  over  time.  The  K-SOFHE  followed  a  nationally  representative  panel  of 
1,401  American  famihes  (3,981  individuals)  from  1995-96  to  1997-98  and  collected 
detailed  information  on  the  insurance  coverage,  presence  and  type  of  regular  source  of 
care,  and  delayed  or  unmet  health  care  needs  of  every  member  of  the  family. 

Specific  Aims 

Aim  1  Describe  patterns  of  health  insurance  coverage  within  families. 

Hypothesis  1.1  Family  income,  structure,  and  employment  status  strongly  will  predict 
heterogeneity  in  health  insurance  coverage. 

Rationale:  Eligibility  for  both  public  and  private  health  insurance  is  defined  by  family 
characteristics.  For  instance,  not  all  employers  offer  health  insurance  to  their  workers  let 
alone  to  dependents  of  their  workers.  10  Low-income,  part-time  workers  in  small  firms 
are  much  less  likely  to  obtain  health  insurance  than  higher  paid,  full-time  staff  in  larger 
firms.l  1'  12  Even  if  coverage  is  available  to  workers,  they  might  not  be  able  to  afford 
family  coverage  for  dependents.  ^  3  Similarly,  variation  in  state  income  and  work 
eligibility  standards  for  Medicaid  coverage  might  leave  children  in  low-income  families 
insured  but  their  adult  caretakers  or  older  siblings  uninsured.  1^ 

Hypothesis  1.2  Child  health  insurance  status  and  type  will  be  highly  correlated  with 
mothers'  insurance  status  and  type. 
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Rationale:  Children  are  dependent  on  adults  for  access  to  employer-based  insurance 
coverage.  While  not  all  mothers  qualify  for  Medicaid  if  their  children  are  eligible, 
mothers  are  much  more  likely  to  have  Medicaid  coverage  if  their  children  are  enrolled  in 

the  program  than  if  they  are  not.l^  Previous  research  has  also  shovm  that  a  large  majority 

(approximately  80%)  of  parents  of  uninsured  children  are  uninsured  themselves. 6' 

Aim  2  Examine  the  relationship  between  health  insurance  coverage  w^ithin  families  and 
their  view  of  the  health  care  system. 

Hypothesis  2.1  Controlling  for  individual-level  health  insurance  coverage,  individuals  in 
families  with  mixed  forms  of  coverage  or  iminsured  members  will  hold  more  negative 
views  about  the  health  care  sector. 

Rationale:  Experiences  with  health  care  may  differ  for  families  with  mixed  types  of 
coverage  among  members,  or  with  members  who  are  uninsured,  compared  to  those  with 
the  same  coverage  for  all  members.  More  complex  insurance  configurations  within  the 
family  may  influence  attitudes  toward  the  health  care  system  as  well  as  patterns  of  care 
seeking.  Negative  views  of  the  health  care  sector  are  particularly  relevant  to  current 
outreach  strategies  that  rely  on  adult  family  members  to  enroll  uninsured  children  into 

pubhcly  sponsored  health  insurance  programs.  ^  6' 
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Aim  3  To  examine  the  relationship  between  family  insurance  coverage  and  access  to 
health  care  for  insured  and  uninsured  individuals. 

Hypothesis  3.1  Insured  individuals  in  families  with  uninsured  members  will  have  worse 
access  to  and  less  stable  relationships  with  a  primary  care  source  than  insured  individuals 
in  families  with  all  members  insured. 

Rationale:  The  consequences  of  having  uninsured  family  members  might  extend  beyond 
the  uninsured  individual  to  affect  other  members  of  the  family.  For  instance,  families 
with  an  uninsured  member  may  experience  more  financial  burden  related  to  health  care 
or  may  have  less  contact  with  the  health  care  sector  which  ultimately  influences  care- 
seeking  decisions  for  all  members  of  the  family.  This  is  particularly  true  in  the  case  of 
children  who  are  dependent  on  adult  caretakers  to  initiate  health  care  seeking  on  their 
behalf.  An  uninsured  parent  may  have  had  negative  encounters  with  the  health  care  sector 
or  lack  experience  negotiating  care  for  herself  Therefore,  she  might  be  less  able  to  obtain 
timely  health  services  for  her  children. 

Hypottiesis  3.2  Controlling  for  child  health  insurance  status  and  other  potential 
confounders,  uninsured  mothers  will  be  more  likely  than  insured  mothers  to  experience 
difficulty  in  obtaining  care  for  children. 

Rationale:  A  strong  association  exists  between  the  health  insurance  coverage  for 
individuals  and  their  perceived  ability  to  obtain  timely  health  care.  19-21  insured  mothers 
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will  be  more  likely  than  uninsured  mothers  to  be  experienced  in  negotiating  the  health 
care  sector  and  use  health  services  for  themselves.  Since  mothers  typically  initiate  health 
care  for  their  children,  their  experience  with  the  health  care  system  and  patterns  of  use 
will  predict  the  timely  receipt  of  care  for  their  children.22-25 

Hypothesis  3.3  Controlling  for  child  health  insurance  status  and  other  potential 
confounders  in  each  round,  mothers  with  Medicaid  coverage  will  be  more  likely  to 
experience  difficulty  in  obtaining  care  for  children  than  privately  insured  mothers. 

Rationale:  A  number  of  studies  have  shown  that  compared  to  the  privately  insured, 
Medicaid  beneficiaries  are  more  likely  to  experience  barriers  that  delay  or  prevent  the 
receipt  of  health  care  entirely.20.  26  Low-income  mothers  in  Medicaid  will  be  more 
likely  to  encounter  a  variety  of  subtle  barriers  to  care  than  privately  insured  mothers  in 
obtaining  care  for  children. 
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Chapter  2 


Literature  Review 

The  Role  of  Family  in  Children's  Access  to  Care 

The  decision  to  seek  health  care  occurs  in  the  context  of  the  family.  Since 
children  are  dependent  on  their  parents  and  other  adult  caretakers  to  seek,  consent  to,  and 
pay  for  care,  it  follows  that  their  health  care  utilization  will  strongly  reflect  a  family's 
pattern  of  care-seeking.24,  25,  27,  28  por  example,  Schor  et  al  studied  the  extent  to  which 
family  characteristics  influence  the  types  of  problems  for  which  care  is  sought  by 
individual  family  members.24  They  found  that  family  patterns  of  use  of  health  care 
significantly  predicted  children's  use  independent  of  socioeconomic  and  health  status 
factors.  For  instance,  correlation  coefficients  exploring  the  relationship  between  parents' 
and  children's  utilization  rates  averaged  0.40  for  mother-child  dyads  and  0.27  for  father- 
child  dyads  (P<0.0001).  While  the  overall  rates  of  use  of  health  services  by  the  children 
were  affected  by  the  utilization  rates  of  both  parents,  the  effect  of  the  mother  was  2.3 
times  that  of  the  father. 

Historically,  women  have  been  the  principal  brokers  of  health  services  for  their 
children.29  Mothers  not  only  define  their  children's  illnesses  and  health  needs,  but  they 
also  decide  if,  how,  when,  and  where  to  seek  care  for  those  needs.22  Research  has 
demonstrated  that  a  mother's  use  of  health  care  services  is  a  strong  and  consistent 
predictor  of  her  child's  use.23,  30-32  ^or  instance,  Riley  and  colleagues  studied  the 
determinants  of  child  health  care  utilization  within  a  health  maintenance  organization 
(HMO).22  They  found  that  for  both  white  and  black  children,  if  their  mothers  were  high 
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users  of  care,  they  would  have  a  41  percent  probabUity  of  being  a  higher  user  of  care 
themselves,  while  those  with  a  low  utilizing  mother  had  only  a  17  percent  probability  of 
being  a  frequent  user.  This  strong  association  of  maternal  patterns  of  health  care  use  was 
minimally  affected  when  controlling  for  other  factors  such  as  maternal  mental  health 
status  or  distress. 

Similar  patterns  of  utilization  of  care  for  mothers  and  their  children  independent 
of  children's  health  needs  have  been  found  for  preventive  care,  sick  care,  and  total 
volume  of  physician  care.^O,  32,  33  while  these  findings  underscore  children's 
dependence  on  adult  caretakers,  especially  their  mothers,  for  using  health  services,  they 
do  not  directly  address  the  role  of  parental  health  insurance  status  in  determining  timely 
or  delayed  use  of  health  services  for  children. 

Health  Insurance  Coverage  and  Ability  to  Obtain  Health  Services 

A  large  number  of  studies  have  shown  that  health  insurance  is  a  strong  predictor 
of  health  service  use  for  both  children  33-38  and  adults.l9,  21,  39-44  a  recent  study  by 
Newacheck  et  al.  found  that  uninsured  children  were  more  than  three  times  as  likely  as 
insured  children  to  report  going  without  at  least  one  needed  health-related  service  (22 
percent  vs.  6  percent)  and  six  times  as  likely  to  go  without  any  needed  medical  care  in  the 
previous  year  (6  percent  vs.  1  percent).^^  Lack  of  health  insurance  can  also  have  serious 
consequences  for  health.  For  instance,  a  study  of  Maryland  and  Massachusetts  hospital 
discharge  data  fi-om  1987  by  Weissman  and  colleagues  found  that  in  both  states, 
uninsured  patients  with  malignant  hypertension  had  twice  the  rate  of  avoidable 
hospitalizations  than  the  private  insured.'^^  ^iso,  uninsured  patients  with  diabetes  in 
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Massachusetts  had  nearly  three  times  the  rate  of  hospitahzation  than  their  privately 
insured  peers. 

Given  health  insurance's  important  role  in  improving  access  to  care  and  health  of 
the  population,  current  trends  in  health  insurance  coverage  are  worrisome.  Analyses  of 
the  CPS  has  shown  that  the  percentage  of  the  non-elderly  population  with  employment- 
based  health  insurance  declined  from  69.2  percent  to  63.8  percent  between  1987  and 
1995.'^5  Loss  of  employer-based  health  insurance,  however,  has  not  been  uniform  across 
the  entire  population.  For  example,  persons  in  families  with  incomes  below  200  percent 
poverty  experienced  a  much  sharper  decline  in  private  health  insurance  coverage  than 
persons  in  wealthier  families.45  Ethnic  minority  groups,  particularly  Latinos,  were  also 
much  more  likely  to  lose  employment-based  insurance  than  their  non-Latino,  white 

peers.'^^'^^ 

Individuals  can  have  employment-based  health  insurance  through  their  own 
employer  or  through  a  family  member's  employer  as  a  dependent.  In  1987,  35.4  percent 
of  the  non-elderly  population  had  private  insurance  as  a  dependent,  but  by  1 995  that 
proportion  had  dropped  to  31.3  percent.45  While  the  rate  of  dependent  coverage  declined 
for  all  income  classes,  those  at  the  bottom  of  the  class  hierarchy  once  again  lost  the  most 
ground.  For  non-elderly  individuals  with  family  incomes  below  133  percent  poverty,  the 
proportion  with  private,  employment-based  health  insurance  coverage  as  a  dependent 
decreased  from  17.3  percent  in  1987  to  10.2  percent  in  1995.45  These  trends  are 
particularly  important  for  children  since  they  are  typically  covered  as  dependents  under 
their  parent's  employer-based  coverage.  As  shown  in  Figure  1,  children  were  especially 
vulnerable  to  loss  of  private,  employer-based  health  insurance  coverage;  over  two  thirds 
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(66.7  percent)  of  children  in  the  U.S.  had  employer-based  health  insurance  in  1987,  but 
by  1996  this  proportion  had  dropped  to  58.9  percent.45,  48 
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The  policy  response  has  focused  primarily  on  extending  publicly  funded  health 
insurance  coverage  to  children  since  they  typically  cost  less  to  insure  than  adults  and  are 
considered  more  "deserving"  of  public  support.49,  50  Qver  the  past  decade,  Medicaid  has 
become  a  very  important  provider  of  health  insurance  to  the  nation's  poorest  children  and 
families  despite  recent  declines  in  enrollment.51-53  According  to  data  from  the 
Employee  Benefit  Research  Institute,  Medicaid  provided  insurance  to  18.4  million 
nonelderly  Americans  in  1987,  or  approximately  8.6  percent  of  the  nonelderly 
population.45  in  1995,  however.  Medicaid  covered  28.2  million  nonelderly  Americans, 
or  approximately  12  percent  of  all  U.S.  residents  under  the  age  of  65.48  as  shovra  in 
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Figure  1,  over  one-fifth  of  all  children  (15.5  miUion)  were  covered  by  Medicaid  in 
1996.48  Medicaid  also  insured  approximately  12.7  million  or  7.8  percent  of  all  non- 
elderly  adults  in  the  United  States  that  year.48 

Medicaid  coverage,  however,  has  not  secured  access  to  the  same  provider  types  as 
private  insurance.26  According  to  the  1987  National  Medical  Expenditure  Survey  (NMES), 
92  percent  of  children  who  had  private  insurance  reported  a  physician's  office  as  a  regular 
source  of  care  compared  with  65  percent  of  those  with  public  insurance  and  75  percent  of  the 
uninsured.^"^  Moreover,  children  with  private  insurance  were  less  likely  to  wait  more  than  30 
minutes  to  be  seen  at  their  regular  source  of  care  than  uninsured  or  publicly  insured 
children.54  Longer  waits  for  appointments  and  to  see  a  provider  while  at  the  delivery  site 
often  pose  insurmountable  barriers  to  families  with  time  constraints  and  result  in  delayed  or 

non-receipt  of  care.^^'^^ 

Shortcomings  of  Medicaid  compared  to  private  insurance  coverage  in  terms  of 
promoting  access  to  care  notwithstanding,  public  coverage  is  better  than  no  coverage. 
Despite  expansions  in  the  Medicaid  program,  results  from  the  1997  CPS  indicate  that 
41.4  miUion,  or  17.7  percent,  of  the  non-elderly  U.S.  population  lacked  health  insurance 
for  the  entire  year  1996.48  As  presented  in  Figure  1,  14.8  percent  of  children  (10.6 
million)  lacked  health  insurance  that  year,  constituting  roughly  a  quarter  of  all  of  the 
country's  uninsured.48  While  insurance  coverage  is  closely  tied  to  income,  aduUs  and 
children  with  incomes  under  the  federal  poverty  line  form  only  a  fifth  of  the  uninsured 
populafion.58  Those  called  'the  near  poor'  with  incomes  from  100  to  200  percent  of  the 
federal  poverty  line  run  the  highest  risk  of  being  uninsured.  This  group  often  does  not 
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qualify  for  Medicaid  but  in  many  cases  cannot  afford  or  chooses  not  to  purchase  private 
health  insurance. 

Many  trends  in  the  health  care  market  such  as  high  rates  of  medical  care  cost 
inflation,59  increased  cost-sharing  with  employees,^  ^'     fewer  employers  offering 
dependent  coverage    and  incremental  health  insurance  reform  targeting  only  population- 
specific  categories,^^  have  resulted  in  families  with  multiple  sources  of  insurance  coverage. 
The  consequences  of  mixed  insurance  coverage  within  the  family  on  access  to  care  for 
children  is  not  entirely  clear.  As  shown  in  Figure  2,  a  family's  ability  to  obtain  needed 
services  varies  considerably  by  the  different  combinations  of  types  of  insurance  coverage  that 
constitute  it.  For  instance,  30  percent  of  families  with  all  members  covered  by  Medicaid  and 
33  percent  of  families  with  all  uninsured  members  did  not  obtain  or  delayed  getting  health 
care  in  1996.  However,  40  percent  of  families  with  a  mixture  of  uninsured  and  Medicaid 

covered  members  delayed  or  did  not  receive  needed  care.^l  Importantly,  these  results  do  not 
reveal  who  was  insured  or  uninsured  in  the  family.  More  work  is  needed  to  understand  how 
insurance  status  of  caretakers  affects  ability  to  obtain  care  for  dependent  children. 
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ES  EXPERIENCING  BARRIERS  TO 
CAL  CARE  BY  TYPE  OF  FAMILY  COVERAGE 
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A  number  of  studies  have  examined  length  of  spells  without  insurance  and  have 
found  that  the  majority  of  these  spells  lasts  less  than  one  year,^2-65  Turn-over  in  Medicaid 
coverage  is  also  very  high.  For  instance,  a  recent  study  by  Carrasquillo  et  al  found  that  62 
percent  of  Medicaid  beneficiaries  remained  covered  for  less  than  12  months,^^  Studies  that 
capture  this  change  in  insurance  status  are  clearly  needed  to  assess  continuity  of  insurance 
and  timely  use  of  care. 

Regular  Source  of  Care  and  Ability  to  Obtain  Health  Services 

Starfield  posits  that  the  achievement  of  primary  care  requires  "one  place,  one 
individual,  or  one  team  of  associated  individuals  to  serve  as  the  soiu-ce  of  care  over  a 
defined  period  of  time,  regardless  of  the  presence  or  absence  of  particular  health-related 
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problems  or  of  the  type  of  problem.  Having  longitudinal  care  means  that  individuals  in 
the  population  identify  with  a  source  of  care  as  'theirs,'  and  that  the  provider  or  groups  of 
providers  at  least  implicitly  recognize  the  existence  of  a  formal  or  informal  contract  to  be 

the  'regular  source  of  care.  "'6^'  P-  '^^  In  the  access  to  care  literature,  having  a  regular 
source  of  care  has  been  treated  as  both  a  outcome  measure  of  access  (dependent  variable) 

or  a  determinant  of  access  (independent  variable). Such  variation  is  largely  due  to 
differences  in  the  conceptualization  and  operational  definition  of  "access." 

Those  who  have  treated  a  regular  source  of  care  as  an  independent  variable  have 
found  it  to  have  a  powerful  impact  on  use  of  health  services.'^l'  68-73  jn  fact,  a  recent 
study  showed  that  the  lack  of  a  regular  source  of  care  was  a  more  consistent  and  stronger 
predictor  of  use  than  insurance  status.^l  Please  see  Appendix  A  for  a  suimnary  of  selected 
studies  on  longitudinality  of  care  and  use  of  health  services. 

hi  a  recent  study,  Newacheck  et  al.  found  that  children  without  health  insurance 
coverage  were  six  times  as  likely  as  insured  children  not  to  have  a  regular  source  of  care 
(24  percent  vs.  4  percent).38  These  findings  corroborate  earlier  research  establishing  a 
close  link  between  health  insurance  and  having  a  regular  source  of  care.^4,  75  Figure  3 
presents  this  relationship  among  children  and  shows  that  20  percent  of  uninsured  children 
did  not  have  a  regular  source  of  care  as  compared  to  10  percent  of  Medicaid  and  6 
percent  of  privately-insured  children.^^ 
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Because  the  effects  of  health  insurance  and  having  a  regular  source  of  care  are  so 
intertwined,  it  is  difficult  to  determine  the  independent  and  interactive  effects  of  each  on 
delayed  or  unmet  health  care  needs.  One  recent  study  found  significant  interactions 
between  these  two  variables  in  predicting  delay  in  seeking  care  and  use  of  physician  and 
emergency  department  services.  For  instance,  among  patients  with  a  regular  physician, 

uninsured  and  privately  insured  patients  did  not  differ  on  these  indicators  of  access.^! 
Yet  both  uninsured  and  privately  insured  patients  with  no  regular  physician  had 

significantly  worse  access  than  patients  with  a  regular  physician  and  private  insurance.^! 
The  generalizability  of  this  study  was  limited,  however,  in  that  it  sampled  only  patients 
within  five  university-affiliated  urban  hospitals  in  the  Northeast. 

Furthermore,  the  nature  of  a  regular  source  might  also  have  an  important  role  in 
determining  use  of  services.  For  instance,  Lambrew  et  al.  compared  individuals  who 
reported  having  a  regular  doctor  versus  those  who  reported  having  a  regular  site  but  no 
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regular  doctor  within  that  site.68  Although  85  percent  of  people  with  a  regular  source  of 
care  had  a  regular  doctor,  certain  sites  were  less  likely  to  organize  their  care  around 
physicians.  People  who  went  to  physician  offices,  clinics,  or  HMOs  for  their  care  were 
more  likely  to  have  a  regular  doctor,  whereas  those  who  went  to  hospitals,  family  health 
centers,  walk-in  clinics,  and  other  places  as  their  regular  source  of  care  were  less  likely  to 
have  a  regular  doctor.68  The  researchers  found  that  individuals  with  any  type  of  regular 
source  of  care  were  more  likely  to  receive  preventive  and  sick  care  and  experience  less 
preventable  hospitalizations  than  those  without  a  regular  source  of  care.  Persons  with  a 
regular  doctor  also  performed  more  favorably  on  these  access  measures  than  those  with  a 
regular  site  but  no  regular  doctor.  Such  findings  illustrate  need  to  incorporate  the 
characteristics  of  the  usual  source  of  care  when  considering  its  effects  on  use  of  health 
services. 

In  their  review  of  non-financial  barriers  to  care,  Halfon,  et  al.  found  that  persons 
who  identify  their  regular  provider  of  care  as  a  hospital  outpatient  department  or  public 
clinic,  rather  than  a  medical  office,  are  significantly  less  likely  to  see  the  same  provider 
on  a  subsequent  visit.^O  Young  children  also  typically  receive  less  preventive  care, 
including  immunizations,  in  these  settings.  Since  physician  continuity  is  closely 
associated  with  increased  family  satisfaction  with  care  and  more  consistent  patterns  of 
preventive  care  utilization,  parental  satisfaction  with  the  parent-physician  interaction 
surrounding  the  care  for  their  children  is  three  times  greater  among  office-based 
physicians  than  for  physicians  in  public  clinics  or  hospitals. ^0 

Cost  and  health  outcomes  of  care  are  determined  not  only  by  health  care 
utilization  as  a  crude  indicator  or  by  simply  "having  a  regular  source  of  care,"  but  also  by 
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the  appropriateness  and  adequacy  of  the  services  provided  given  the  needs  of 
populations^  Programs  such  as  the  S-CHIP  that  are  designed  to  promote  "access"  among 
the  traditionally  underserved  should  identify  specific  services  that  would  be  most 
effective  in  improving  health  status  at  the  population  level.  The  literature  provides  strong 
evidence  that  the  use  of  on-going  primary  care  services  among  vulnerable  populations  is 
associated  with  favorable  health  and  cost  outcomes.^^"^^  j^e  Institute  of  Medicine 
defines  primary  care  as  the  "provision  of  integrated,  accessible  health  services  by 
clinicians  who  are  accountable  for  addressing  a  large  majority  of  personal  health  care 
needs,  developing  a  sustained  partnership  with  patients,  and  practicing  in  the  context  of 

family  and  community."^^'  P-  ^  Empirical  studies  operationalize  these  concepts  as 
specific  attributes  of  primary  care  including  first-contact  care  with  a  designated  primary 
care  physician,  longitudinality  or  ongoing  care  with  a  particular  physician  or  place, 

comprehensiveness  of  services  offered,  and  coordination  of  those  services.^^ 

Recent  studies  have  shown  that  the  availability  and  use  of  on-going  primary  care 
services  is  associated  with  lower  rates  of  avoidable  hospitalizations  in  child  and  adult 
populations,^^'^^  reduced  use  of  expensive  and,  at  times,  urmecessary  specialist 
services,^^  as  well  as  enhanced  patient  satisfaction  with  care.^O  Similarly,  the  literature 
suggests  that  programs  promoting  first  contact  with  a  primary  care  physician  may  also 
considerably  reduce  ambulatory  expenditures.^^  For  example,  Forrest  and  Starfield 
found  that  episodes  of  ilhiess  that  began  with  visits  to  an  individual's  primary  care 
clinician,  as  opposed  to  other  source  of  care,  were  associated  with  reductions  in 
expenditures  of  53  percent  overall.92 
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The  use  of  primary  care  has  also  been  associated  with  higher  levels  of  health 
status  in  children.  ^1  Shi  found  that  among  medical  variables,  primary  care  was  by  far  the 
most  significantly  related  to  better  health  status,  correlating  with  lower  overall  mortality, 
lower  neonatal  death  rates  and  better  birth  weight  outcomes.93  Children  with  specialty 
care  needs  also  benefited  from  having  a  on-going  relationship  with  a  primary  care 
physician.  For  example,  Chande  and  Kinnane  found  that  children  with  appendicitis  who 
were  involved  with  a  primary  care  provider  were  less  likely  to  have  appendiceal 
perforation  than  those  who  were  not,  irrespective  of  insurance  status.94  in  short, 
substantial  evidence  in  the  literature  suggests  that  promoting  on-going  primary  care 
services  among  vulnerable  populations,  particularly  children,  is  not  only  economically 
sound  in  that  it  is  associated  with  fewer  preventable  hospitalizations,  expensive 
emergency  care  use,  and  avoidable  specialist  services,  but  it  is  also  linked  to  better  health 
outcomes. 

Sociodemographic  Factors  Associated  with  Health-Care  Seeking  for  Children 

A  number  of  sociodemographic  factors  are  also  closely  associated  with  a  family's 
decision  to  seek  health  care  for  their  children.  A  recent  study  by  Weinick  and  Monheit 
found  that  the  rise  in  the  proportion  of  uninsured  children  from  1977  through  1996  was 
primarily  a  phenomenon  within  single-parent  families.95  The  researchers  concluded  that 
parents'  marital  status,  employment  status,  and  family  income  are  intimately  tied  to 
children's  health  insurance  coverage. 

Family  characteristics  can  also  act  independently  of  health  insurance  in 
determining  health  care  use.  For  instance,  ethnic  disparities  in  use  of  care  for  children 
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cannot  be  fully  attributed  to  differences  in  enabling  characteristics  or  health  status.^O.  33, 
96-101  A  study  of  insured  children  within  a  health  maintenance  organization  found  that 
minority  status  was  associated  with  lower  utilization  of  health  care,  independent  of  health 
need  and  maternal  utilization  of  care.22  Newacheck  et  al  also  found  that  minority 
children  were  at  greater  risk  than  white  children  of  not  seeing  a  specific  physician  at  their 
place  of  care,  not  having  after-hours  emergency  care  available  to  them,  facing  longer 
travel  times  to  care,  waiting  longer  a  their  place  of  care,  being  inadequately  vaccinated, 
and  not  seeing  a  physician  for  selected  symptoms.96 

Matemal  education  predicts  delayed  entry  into  care  for  children,33,  100,  102, 103 
lower  preventive  care  utilization  for  children,^^,  104  and  lack  of  compliance  with  the 
recommended  well-child  visit  schedule.30»  100  Closely  tied  to  parental  education  is 
employment  status.  Children  whose  mothers  work  full  time  outside  the  home  are  more 
likely  to  delay  care  and  have  fewer  ambulatory  care  visits  than  children  whose  mothers 
work  part  time  or  do  not  work  outside  the  home .23,  32,  105  These  findings  suggest  that 
women  who  work  fiiU-time  face  additional  time  constraints  that  might  prevent  seeking 
care  for  their  children.29,  106 

Family  structure  also  seems  to  play  a  role  in  children's  receipt  of  health  care.  For 
instance,  children's  utilization  of  care  decreases  as  family  size  increases.23,  33,  102 
Wolfe  posits  that  family  size's  negative  association  with  children's  use  of  health  care 
could  perhaps  be  explained  by  additional  fmancial  or  time  constraints,  or  perhaps  because 
parents  learn  how  to  manage  children's  health  problems.  106  Findings  regarding  birth 
order  would  support  the  latter  hypothesis;  not  only  do  children  from  small  families  but 
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first  bom  children  also  use  more  services  than  children  who  are  bom  later  in  a  family.^  1 
For  example,  Tessler  and  Mechanic  found  that  for  families  of  any  size,  adjusting  for  eight 
control  variables  (i.e.  child's  age,  mother's  age,  number  of  chronic  problems,  race,  type 

of  medical  insurance,  etc.)  first  bom  children  received  more  preventive  care.^^^ 

Children  in  single-parent  families  are  more  likely  to  see  a  physician  than  children 
in  two-parent  homes.23,  32  jy^q  ^q\q  Qf  single  parent  families  in  predicting  child  use  of 
health  care  speaks  to  a  large  body  of  literature  on  parental  distress  and  help-seeking  for 
children.22,  108- 11 7  Despite  some  studies  with  null  findings,  research  generally  shows 
that  psychologically  distressed  and  situationally  stressed  individuals  have  a  greater 
tendency  to  seek  medical  care,  particularly  for  young  children.  Horwitz  provides  three 
possible  explanations:  (1)  Distressed  mothers  have  children  who  are  sick  more  often  or 
are  more  severely  ill,  possibly  because  of  their  exposure  to  stressfiil  family  situations;  (2) 
distressed  mothers  are  more  sensitive  to  their  children's  symptoms,  compared  to  non- 
distressed mothers;  and  (3)  women  experiencing  psychological  distress  or  confronting 
stressful  situations  deal  in  part  with  their  distress  or  stress  by  seeking  medical  care  for 
their  children  as  a  type  of  social  support.31 

Children  living  in  families  with  incomes  below  the  poverty  line  not  only  are 
disproportionately  in  need  of  health  care,  but  they  are  much  less  likely  to  obtain  it  than 
their  wealthier  peers.^  ^^■129  Poverty  has  a  complex  and  multidimensional  relationship 
with  access  to  care  that  includes  ability  to  purchase  health  insurance,  proximity  to  health 
services,  and  safety  of  social  environment.30  In  addition  to  lower  levels  of  care,  the 
quality  and  appropriateness  of  care  received  by  poor  children  is  not  optimal.  For  instance, 
poor  families  are  twice  as  likely  as  non-poor  families  to  be  dissatisfied  with  the  medical 
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care  delivered  to  their  children,  irrespective  of  insurance  status  and  health  needl^O  and 
are  more  likely  than  non-poor  families  to  resort  to  emergency  rooms  for  their  children's 
routine  sick  care.^O,  126_ 
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Chapter  3 

Conceptual  Model  of  Ability  to  Obtain  Health  Care  for  Families  with 

Children 

Over  the  last  thirty  years,  various  theoretical  frameworks  have  been  developed  to 
explain  the  underlying  determinants  and  health-related  consequences  of  individual  use  of 
health  care  services.^^'  131-134  pew  theoretical  frameworks,  however,  have  considered 
the  unique  role  of  children  as  dependents  of  adult  caretakers.  More  specifically,  little 
work  has  attempted  to  explain  how  family-level  characteristics,  particularly  those  of  the 
mother,  influence  the  ability  of  adult  caretakers  to  obtain  timely  health  care  for  their 
children.  The  scope  of  "access"  has  also  varied  considerably  to  include  population 
characteristics30>  91,  135  or  just  those  structural  features  of  the  health  care  system  that 
impede  or  facilitate  the  receipt  of  services.56,  67  what  these  frameworks  share,  however, 
is  an  understanding  that  the  availability  and  organization  of  health  care  resources  should 
'fit'  the  needs  of  the  population  served.67, 132, 136  jhe  adequacy  and  appropriateness  of 
services  given  the  needs  of  the  population  will  determine  if  the  family  obtains  timely  care 
for  children. 

Andersen  and  Aday's  Behavioral  Model  of  Health  Services  Use  aides 
understanding  of  population  characteristics  that  explain  a  family's  decision  to  seek 
care.131,  137  These  population  characteristics  are  categorized  as  "predisposing,"  "need," 
and  "enabling."  Predisposing  characteristics  include  variables  that  describe  the  propensity 
to  use  services  that  exists  prior  to  the  onset  of  ilkiess.138  Predisposing  characteristics  can 
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further  be  divided  into  (1)  demographic  factors,  (2)  social  status  and  (3)  health  beliefs. 
Demographic  variables,  such  as  age  and  gender,  represent  biological  imperatives  that 
suggest  the  likelihood  that  people  will  become  ill  enough  to  need  services.  1^9 
contrast,  social  status  can  be  measured  by  an  array  of  factors  that  "determine  the  status  of 
a  person  in  the  community,  his  or  her  ability  to  cope  with  present  problems  and  command 
resources  to  deal  with  these  problems,  and  how  health  or  unhealthy  the  physical 

environment  is  likely  to  be."^^^'  P     Measures  of  social  status  include  but  are  not 
limited  to  educational  attainment,  occupation,  or  immigration  status.  Health  beUefs 
consist  of  "attitudes,  values,  and  knowledge  people  have  about  health  and  health  services 
that  influence  their  subsequent  perceptions  of  need  and  use  of  services."  131,  p  2 

"Need"  refers  to  health  status  or  illness  as  a  predictor  of  health  services  use.  It 
also  encompasses  parental  perception  of  child  illness,  need  for  both  preventive  and  sick 

care  as  well  as  health  risks  facing  children.  Angel  and  Worobey  have  shown  that  a  set 
of  factors  including  class,  acculturation,  and  psychological  factors  influence  the  mother's 
evaluation  of  the  severity  of  her  child's  symptoms  and  constrain  her  decision  to  seek 

health  care  for  her  child,  ^'^l' 

Enabling  resources  refer  to  the  means  that  individuals  and  families  have  available 

to  them  to  use  health  services.      Traditional  indicators  of  enabling  resources  include 
family  income,  insurance  status,  and  usual  source  of  care.  Of  course,  these  factors  often 
are  closely  Unked.  For  instance,  family  income  predicts  insurance  status  that  in  turn 
predicts  having  a  regular  source  of  care  for  both  children  and  adults.  The  type  of 
insurance  status  also  matters,  however,  in  determining  regular  source  of  care  and  the  type 
of  that  care.  Individuals  with  Medicaid  will  be  less  likely  to  have  a  regular  source  of  care 
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than  privately  insured  individuals.  Since  children  are  economic  dependents  of  adults,  the 
insurance  status  of  parents  is  highly  correlated  with  children's  insurance  coverage. 
Among  certain  families,  however,  children  are  eligible  for  coverage  while  their  parents 
remain  uninsured.  In  addition,  the  presence  of  maternal  regular  source  of  care  is 
associated  with  children  having  a  regular  source.  It  is  hypothesized  that  children  whose 
mothers  have  identified  a  regular  source  for  themselves  and  have  learned  to  negotiate  the 
health  care  delivery  system  will  be  more  likely  to  have  a  regular  source  of  care  than 
children  whose  mothers  do  not  have  a  regular  source  of  care. 

The  nature  of  the  health  care  delivery  system  itself  greatly  influences  whether  or 
not  parents  will  obtain  timely  care  for  their  children.  This  study's  conceptual  model 
builds  on  Donabedian's  original  framework  of  the  medical  care  system  as  composed  of 
structure,  process,  and  outcome  components.  1^3, 144  starfield  describes  the  structural 
element  of  the  health  care  services  system  as  the  resources  needed  to  provide  services.^^ 
Structural  factors  include  the  ratio  of  personnel  to  the  population,  training  of  personnel, 
type  of  services  offered,  mechanisms  for  providing  continuity  of  care,  hours  of  operation, 
etc.  How  these  structural  characteristics  of  the  health  care  sector  meet  the  needs  and 
expectations  of  the  population  will  determine  if  the  child  receives  timely  or  delayed  care 
if  at  all. 

It  is  the  maternal  experience  in  interacting  with  the  health  care  delivery  system 
that  will  determine  her  ability  to  obtain  timely  care  for  her  children.  Starfield  describes 
the  processes  of  the  health  services  system  as  those  that  represent  activities  of  the 
providers  of  care  and  those  that  represent  activities  of  the  population.67  Provider 
activities  include  problem  recognition,  diagnosis,  management,  and  reassessment.  Based 
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on  experience  and  satisfaction  with  the  process  of  care,  parents  will  decide  to  what 
degree  they  will  participate  in  the  process  and  whether  or  not  to  continue  using  the 
service  at  all.  This  will  affect  the  maintenance  a  regular  source  of  care  for  children  and 
the  specific  location  of  that  care. 

Health  outcomes  of  care  can  be  defined  as  the  actual  or  potential  health  status 
attributable  to  antecedent  structure  and  processes  of  care.  1^5,  146  other  factors  that 
potentially  affect  health  are  unrelated  or  only  indirectly  related  to  the  health  care  system. 
For  instance,  many  predisposing  characteristics  and  aspects  of  the  social  and  physical 
enviroimient  impact  health.  When  assessing  the  role  of  the  health  care  sector  in 
determining  outcomes  of  care,  these  confounding  factors  must  be  adequately  controlled. 
Furthermore,  it  is  important  to  highlight  the  role  of  social  and  health  policy  in  shaping  not 
only  health  insurance,  but  influencing  other  predisposing  and  need  characteristics  of  the 
population,  the  health  care  structure,  processes,  and  outcomes,  as  well  as  the  social  and 
physical  environment.  Many  of  these  factors  are  amenable  to  effective  social  policies  that 
can  affect  potentially  not  only  access  to  care  but  also  health  status  of  the  population  itself 
Figure  4  presents  this  study's  conceptual  model  that  illustrates  the  processes  by  which 
caretakers  obtain  care  for  their  children  and  the  subsequent  effects  on  child  health  status. 
Variables  operationalized  in  this  study  are  in  lower  case  and  highlighted  in  bold. 
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Illustration:  Latino  Families  with  Children  and  Ability  to  Obtain  Health  Care 

This  proposal's  conceptual  model  is  intended  to  explain  the  processes  that 
ultimately  determine  use  of  health  care  by  families.  The  literature  has  consistently  shown 
that  Latino  children  and  their  families  are  at  great  risk  of  delaying  or  not  receiving 
needed  health  care .96, 147-150  xhe  following  case  study  uses  this  dissertation's 
xptual  model  to  explain  poor  access  among  Latino  families  in  the  United  States. 


conce 


Social  and  Health  Policy 

Changes  in  social  welfare,  immigration,  and  health  care  policy  have  greatly 
limited  health  care  providers  in  their  ability  to  adequately  serve  vulnerable  Latino 
children  and  their  famiUes.151-153  por  example,  the  Personal  Responsibility  and  Work 
Opportunity  Reconciliation  Act  (PRWORA),  also  known  as  welfare  reform,  essentially 
bars  the  use  of  public  funds  for  all  but  certain  emergency  health  services  for  both  legal 
and  undocumented  immigrants,  many  of  whom  are  Latino.  154- 156  Similarly,  since  the 
recently  passed  S-CHIP  is  considered  a  "federal  means-tested  public  benefit"  under  the 
immigration  reform  provisions  in  the  PRWORA,  states  that  create  separate  S-CHIP 
programs  rather  than  expand  Medicaid  may  not  use  their  federal  funds  to  assist  legal  alien 
children  who  arrive  to  the  United  States  after  August  2,  1996.4 

Predisposing  Familv  Characteristics 

Consequently,  many  low-income  Latino  children  bom  abroad  or  to  immigrant 
parents  may  not  qualify  for  Medicaid  or  have  parents  who  are  fearful  of  registering  their 
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children  with  the  state.      Although  U.S.-bom  Latino  children  qualify,  as  do  all  citizens, 
for  welfare  and  Medicaid  benefits,  their  caregivers  if  foreign-bom  may  be  reluctant  to 
utilize  the  health  care  system,  which  they  may  perceive  to  be  hostile.  In  1994,  nearly  40 
percent  of  Latinos  in  the  U.S.  were  bom  outside  the  United  States,  compared  to  only 
three  percent  of  non-Latino  whites.! 

Place  of  birth  is  also  directly  related  to  EngUsh  language  ability,  which  has  been 
found  to  be  a  strong  determinant  of  health  care  use.149,  158  Approximately  78  percent  of 
all  Latinos  speak  Spanish  at  home,  1^9  j^ut  over  95  percent  of  Latino  families  with 
foreign-bom  members  speak  Spanish  at  home.  1^0  Moreover,  of  the  Latinos  who  speak 
Spanish  at  home,  approximately  one-half  do  not  speak  English  'very  well  or  at  all.'^^l 
The  dearth  of  bilingual  health  providers  or  multilingual  health  messages  makes  the 
inability  to  speak  English  a  significant  barrier  to  utilizing  health  care  services  by  Latino 
families.  For  instance,  a  Latino  mother  who  has  difficulty  communicating  in  English  may 
find  it  impossible  to  communicate  with  health  providers,  identify  health  resources  in  the 
community  or  understand  health-related  information  for  her  child.  Similarly,  her  inability 
to  describe  symptoms  to  her  child's  medical  provider  may  compromise  an  accurate 
diagnosis.  Moreover,  if  the  mother  does  not  understand  the  treatment  regimen  for  her 
child's  condition,  she  may  not  be  able  to  implement  it  effectively  and  thereby  jeopardize 

a  positive  outcome.  ^  ^2 

Even  though  Latinos  have  made  gains  in  recent  decades  in  high  school 
completion  rates,  nearly  half  of  Latinos  age  25  years  and  over  had  not  graduated  firom 
high  school  in  1994.  In  addition,  three  in  ten  Latinos  in  the  U.S.  age  25  years  and  over 

had  less  than  a  9th  grade  education.      Evidence  in  the  literature  suggests  that  those 
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Latino  subgroups  whose  educational  level  most  closely  approximates  that  of  non-Latino 
whites  (i.e.  Cubans)  are  more  likely  to  use  health  care  services  than  other  Latinos.  1^3 

Directly  related  to  educational  attainment  is  vocational  and  employment  status  of 
the  child's  caretaker.  Data  from  1994  indicate  that  Latinos  experienced  an  unemployment 
rate  five  percentage  points  higher  than  non-Latino  whites  (1 1  percent  vs.  6  percent, 
respectively).  Also,  more  Latino  males  worked  in  semi-skilled,  non-professional 
occupations  than  did  non-Latino  whites,  28  percent  vs.  19  percent,  respectively.  1^9 
Latino  women  were  largely  employed  in  technical,  sales  and  administrative  support 
positions.  159  since  private  health  insurance  is  primarily  tied  to  employment  in  the 
United  States,  the  occupation  and  employment  status  of  Latino  parents  will  greatly 
determine  the  insurance  status  of  their  dependent  children.  164,  165  Unfortunately,  many 
occupations  held  by  Latinos  do  not  provide  insurance  coverage  for  the  worker,  let  alone 
coverage  for  dependents,  l^^,  166,  167  por  instance,  recent  data  using  the  1996  Medical 
Panel  Expenditure  Survey  (MEPS)  show  that  approximately  38  percent  of  Latino 
working  adults  do  not  have  health  insurance,  compared  to  25.7  percent  of  working  blacks 
and  14.7  percent  of  working  whites.  1^8  Children  of  working  parents  may  also  be 
ineligible  for  the  Medicaid  program  because  of  family  income.!  19  wTiat  is  more, 
positions  with  less  autonomy,  such  as  those  predominately  filled  by  Latinos  in  the  United 
States,  do  not  allow  caretakers  to  leave  work  in  the  case  of  child  illness  or  for  well-child 
care.  169  Consequently,  sick  care,  if  sought  at  all,  may  be  postponed  until  more  severe 
and  costly  stages  of  the  illness  develop,  and  preventive  care  may  not  occur  at  all  given 
work-related  constraints  of  the  caregiver. 
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Differential  patterns  of  health  care  use  by  Latino  families  have  been  attributed 
partly  to  cultural  beliefs  and  values  that  influence  care-seeking  behavior.30>  150  One 
question  that  has  been  posed  in  the  literature  regards  the  extent  to  which  Latino  families 
substitute  traditional  western  biomedical  care  with  alternative  "folk"  medicine.  ^^^'^^^ 
Although  there  is  evidence  to  suggest  that  Latinos  do,  indeed,  use  alternative  systems  of 
care,  the  majority  does  not  see  these  remedies  as  a  principal  form  of  care.  For  example, 
an  analysis  of  the  1982-84  Hispanic  Health  and  Nutrition  Examination  Survey 
(HHANES)  revealed  that  only  4.2  percent  of  Mexican  Americans  consulted  a  folk  healer 
in  the  year  prior  to  the  survey.      Importantly,  a  Latino  parent's  belief  and  use  of 
traditional  folk  remedies  does  not  preclude  use  of  modem  medicine  for  herself  or  her 
child,  hi  fact.  Latinos  may  use  home  or  alternative  methods  of  treatment  while  under  the 

care  of  a  physician.  ^ 


Family  Perception  of  Need  for  Health  Care 

Angel  and  Worobey  have  shown  that  a  set  of  factors  including  class, 
acculturation,  and  psychological  factors  influence  the  mother's  evaluation  of  the  severity 
of  her  child's  symptoms  and  constrain  her  decision  to  seek  health  care  for  her  child.l^l, 
l'^2  In  their  study  of  Mexican  American  mothers,  they  demonstrated  that  the  least 
acculturated  mothers  reported  their  children  to  be  in  poorer  health  than  those  mothers 
who  were  more  acculturated.  Perceived  need  of  health  care  has  been  found  to  have 

powerful  predictive  value  in  the  use  of  health  care  among  Latinos.  1^^'  Latino 

children  are  at  risk  for  higher  morbidity  and  mortality  than  non-Latino  white  peers. 
Although  the  extent  to  which  poor  Latino  children  suffer  from  chronic  conditions  more 
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than  non-Latino  peers  is  uncertain,      some  studies  have  shown  that  the  severity  of 
chronic  conditions  is  increased  for  poor  Latino  children.  ^^0,  181  por  example,  Latino 
children  and  youth  tend  to  spend  more  days  in  bed  and  away  from  school  (restricted 
activity)  as  well  as  more  nights  in  the  hospital  due  to  a  chronic  condition  than  non-Latino 
peers .35  Furthermore,  Latino  and  other  minority  children  experience  more  incidence  of 
acute  infectious  diseasel82  and  injury!  83,  184  that  may  later  become  chronic  conditions 
and  disabihties  than  do  non-Latino  white  peers. 

Family  Enabling  Characteristics 

Inability  to  pay  for  health  care  is  a  common  problem  among  low-income  Latino 
families  given  high  rates  of  poverty  status  and  lack  of  health  insurance  coverage.  149  in 
1994,  poverty  rates  for  Latino  families  were  more  than  twice  as  high  as  for  non-Latino 
white  families.  Approximately  27  percent  of  Latino  families  were  below  the  federal 
poverty  line  compared  to  1 1  percent  of  non-Latino  white  families. 

Insurance  status  is  closely  linked  to  family  income  and  poverty  status  of  Latino 
children.  Within  the  Latino  community,  health  insurance  coverage  varies  considerably  by 
national  subgroups ^5- 187  as  well  as  by  documentation  status.l^^'^^l  For  example, 
Chavez  et  al  found  in  a  community  sample  in  San  Diego,  California  that  undocumented 

Latinos  were  less  likely  to  have  health  insurance  than  their  documented  peers. Over 

80  percent  of  the  undocumented  lacked  health  insurance,  as  compared  to  40  percent  of 

the  documented  immigrants. 

The  lack  of  health  insurance  is  a  considerable  problem  for  Latino  children  given 

that  is  a  powerful  predictor  of  utilization  of  preventive  and  curative  care,  and  they  are 
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much  less  likely  to  have  it  compared  to  their  non-Latino  peers.96,  147,  149  in  Cornelius' 
analysis  of  the  1987  National  Medical  Expenditure  Survey  (NMES),  nearly  half  (49.2%) 
of  poor  Latino  children  had  no  insurance  compared  to  29.9  percent  of  poor  black  children 
and  37.8  percent  of  poor  white  children.121  Valdez  reports  that  Latinos  without  health 
insurance  receive  roughly  half  as  much  medical  care  as  those  with  it,  but  they  are 
generally  in  poorer  health.  1^2  Also,  compared  to  non-Latino  black  and  white  children. 
Latino  children  are  less  likely  to  have  public  health  insurance  such  as  Medicaid.121, 193 
Corroborating  this  finding,  a  recent  study  in  Los  Angeles  showed  that  while  most  (84 
percent)  of  young  Latino  children  were  eligible  for  Medicaid,  nearly  forty  percent  had 
episodic  or  no  coverage  at  all.l^O  Thus,  for  Latino  children.  Medicaid  contributes 
significantly  to  their  overall  utilization  of  health  care  services  compared  to  uninsured 
Latino  children  and  increases  the  probability  of  having  a  usual  source  of  care.  Medicaid, 
however,  has  not  assured  low-income  children  access  to  the  same  locations  and 
continuity  of  care  as  that  of  privately  insured  children.96  Approximately  10  percent  of 
the  Latino  children  with  private  insurance  had  a  hospital-based  site  as  their  usual  source 
of  care,  while  more  than  19  percent  of  Latino  children  without  private  insurance  had  a 
hospital  outpatient  department  or  emergency  room  as  their  usual  source  of  care. 

There  are  no  studies  that  specifically  test  the  relationship  between  parental  health 
insurance  status  and  the  timeliness  of  services  for  children  among  Latino  families.  It  is 
hypothesized,  however,  that  these  relationships  would  operate  similarly  within  Latino 
famiUes  as  the  general  U.S.  population.  Maternal  health  insurance  predicts  child  health 
insurance  coverage.  Maternal  health  insurance  also  predicts  her  usual  source  of  care, 
which  in  turn  predicts  the  child's  usual  source  of  care.  For  both  parents  and  children, 
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insurance  status  and  having  a  regular  source  of  care  are  population  characteristics  that 
facilitate  families  entry  into  the  health  care  system.  Other  factors,  however,  that  are  not 
directly  related  to  insurance  status  and  having  a  regular  source  of  care  might 
disproportionately  affect  Latino  families  and  impose  barriers  to  timely  receipt  of  care. 

Health  Care  Delivery  System:  Structure,  Process,  and  Outcome 

The  adequacy  of  the  health  care  system  structure  to  meet  the  needs  of  the  Latino 
family  will  also  directly  affect  the  timely  receipt  of  services.  Organizational  barriers  such 
as  long  waits  for  appointments  and  time  in  waiting  room  to  see  a  provider  as  well  as 
minimum  costs  to  uninsured  patients  may  prove  to  be  formidable  barriers  to  obtaining 
needed  health  caxeM^  For  instance,  in  their  study  of  public  health  clinic  systems  serving 
low-income  urban  areas,  Kiefe  and  Hyman  found  that  27.4  percent  of  Latinos  delayed 
care  because  the  wait  was  too  long.^^  A  national  sample  of  Mexican  Americans  reported 
that  9.5  percent  thought  they  had  to  "wait  too  long  in  the  office  or  clinic"  and  9.3  percent 
had  to  "wait  too  long  to  get  an  appointment."      Well  over  half  to  two-thirds  of  the 
Mexican  Americans  who  identified  wait  as  a  barrier  did  not  receive  needed  care  because 
ofit.177. 

Over  half  (53.7  percent)  of  the  Latinos  interviewed  by  Kiefe  and  Hyman  reported 
delaying  care  because  it  was  too  costly.^'^  Eighteen  percent  of  Mexican  Americans  in  the 
HHANES  identified  cost  of  care  as  a  barrier,  but  more  than  82  percent  of  those  who 
encountered  a  financial  barrier  went  without  needed  care.1'7'7  Since  a  large  number  of 
low-income  Latinos  typically  served  by  the  pubUc  clinics  lack  health  insurance  or  are 
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underinsured,  minimum  charges  on  a  sliding  fee  scale  can  be  cost  prohibitive  for  families 
seeking  care. 

The  cultural  competency  of  health  care  providers  is  also  a  critical  factor  in 
reducing  barriers  to  care  for  Latino  families.  The  effective  delivery  of  medical  care 
requires  more  than  merely  technically  diagnosing  a  condition.  It  is  also  a  social 
interaction  that  transpires  in  a  culturally  defined  context.  1 19  Aday  writes  that 
"acceptability  and  adequacy  of  services  being  offered  to  [vulnerable]  populations  is 
substantially  affected  by  social  and  cultural  problems  of  miscommunication, 
misinformation,  and  mistrust  in  the  relationship  between  provider  and  patient."^  19,  p. 

Language  barriers  and  discordant  cultural  beliefs  between  the  provider  and  patient 
are  often  at  the  heart  of  these  problems,  and  they  may  prevent  families  fi-om  using  health 
services  even  if  they  are  available. 

Unfortunately,  discrimination  based  on  race  and  ethnicity  still  permeates  the 
health  care  delivery  system.      por  example,  one  study  revealed  that  22  percent  of 
Latinos  believe  that  they  run  into  discrimination  when  seeking  health  care  and  27  percent 
believe  that  they  face  discrimination  in  the  quality  of  care  to  which  they  have  access.  1^4 
Another  study  looking  at  health  care  providers  found  that  in  addition  to  a  pervasive  lack 
of  knowledge  regarding  Latino  health  status  and  heterogeneity,  approximately  half  of  the 
providers  believed  that  Latinos  should  "learn  English  instead  of  expecting  bilingual 
services  to  be  provided." ^ ^2,  p.  35 

The  Latino  families'  interaction  with  the  structure  of  the  health  care  system  will 
determine  if  care  is  received.  The  content  of  the  services  provided  is  also  important  in 
determining  health  outcomes.  For  instance,  the  literature  suggests  that  the  processes  of 
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care  provided  to  Latino  and  other  ethnic  minority  patients  is  greatly  improved  by  having 
a  language  concordant  physician  and  may  increase  parent's  satisfaction  with  the  care  that 
their  children  receive.  ^^^'^^^  Yot  example,  Latino  patients  cared  for  by  a  language- 
disconcordant  physician  in  one  study  were  more  likely  to  omit  medication  and  miss 
office  appointments,  and  were  slightly  more  likely  to  make  an  emergency  department 
visit  than  patients  with  language-concordant  physicians.  ^  95  These  processes  of  care  will 
in  turn  influence  the  health  status  of  the  child,  which  predicts  need  for  care  in  the  future. 
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Chapter  4 
Methods  and  Background  Analyses 

Source  of  Data  and  Study  Population 

This  study  uses  data  from  the  first  three  waves  of  the  longitudinal  K-SOFHE 
conducted  from  October  1995  through  January  1998.  Two  key  decisions  in  the  survey 
design  were  to  1)  focus  on  households  with  at  least  one  person  under  the  age  of  65,  and 
2)  oversample  families  with  uninsured  family  members  or  members  with  Medicaid 
coverage.  197  xhe  K-SOFHE  was  funded  by  the  Henry  J.  Kaiser  Family  Foundation  and 
was  principally  designed  by  Judith  Kasper  at  the  Johns  Hopkins  University  School  of 
Hygiene  and  Public  Health. 

The  sampling  unit  was  the  family,  where  a  family  was  defined  as  related 
individuals  living  together,  unrelated  individuals  living  together  in  a  marriage-like 
relationship,  or  a  single  person  household.  Resident  foster  children  were  included  in  the 
family  as  were  children  age  16  or  under  who  were  living  away  from  home.  If  a  housing 
unit  had  boarders,  roommates,  or  live-in  hired  help,  the  residents  of  the  housing  unit  were 
not  considered  to  be  one  family.  Children  17  or  older  living  away  fi-om  home  were  not 
considered  part  of  their  parents'  family.  Two  or  more  families  may  reside  in  a  housing 
unit,  and  a  family  must  have  had  at  least  one  person  under  65  years  of  age.  198 

Families  were  selected  by  sampling  housing  units  fi-om  the  National  Opinion 
Research  Center's  (NORC)  national  area  probability  frame.  The  NORC  frame  consists  of 
approximately  70,000  housing  units  tha^were  scientifically  selected  using  a  stratified, 
multistage  procedure  to  ensure  an  accurate  representation  of  the  greater  U.S. 
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population.  198  goth  the  screening  interview  and  baseline  interview  were  conducted  in 
person  by  an  interviewer.  In-person  interviews  were  conducted  to  ensure  a  high  response 
rate  at  the  outset  of  the  survey  and  to  establish  a  coimection  with  the  families  to 
encourage  continued  participation  in  subsequent  rounds.  A  knowledgeable  family 
member  served  as  respondent  for  all  family  members,  as  is  done  in  most  national 
household  surveys.  The  interviewer  recorded  detailed  contact  information  for  subsequent 
rounds  of  interviewing.  Families  were  then  contacted  by  telephone  for  the  second  and 
third  waves  of  interviewing  and  effort  was  made  to  interview  the  same  respondent.  1^7 
The  K-SOFHE  over  sampled  families  in  which  at  least  one  family  member  had 
Medicaid  coverage  or  no  insurance  at  all.  Since  the  sample  design  was  originally 
intended  to  support  tests  of  significant  differences  among  the  insurance  categories, 
approximately  equal  numbers  of  families  with  Medicaid,  private,  and  no  insurance  were 
selected.  Of  resident  families  in  valid,  non- vacant  housing  units  with  English-speaking 
residents,  82  percent  were  successfully  interviewed  resulting  in  a  baseline  cohort  of  1,401 
families  (3,949  individuals).  Of  the  1,401  selected  baseline  families,  498  families  had  an 
uninsured  member,  404  families  had  a  member  covered  by  Medicaid  (128  of  these 
families  also  had  uninsured  members),  and  499  families  had  private  insured  members.  1^8 

Table  1  presents  unweighted  sociodemographic  characteristics  of  the  baseline 
sample.  Round  1  contains  1,334  children  under  18  years  and  2,489  non-elderly  adults  18 
to  64  years  of  age.  A  brief  review  of  the  sociodemographic  profile  reveals  that  low- 
income  and  minority  groups  are  over  represented  compared  to  their  proportion  in  the 
national  population.  For  instance,  over  42  percent  of  the  unweighted  child  subsample  is 
under  the  federal  poverty  line  compared  to  approximately  21  percent  of  the  child 
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population  in  general.  1^9  Latino  and  black,  non-Latino  children  constitute  18.7  percent 
and  20.8  percent,  respectively,  of  the  child  sample.  Approximately  60  percent  of  the  non- 
elderly  adult  population  has  less  than  or  equal  to  12  years  of  education  (high  school 
graduate  or  less). 


Table  1 

Unweighted  Sociopemographic  Profile  of  K-SOFHE  Baseline  Sample 

Children  Adults 
(<18yrs)                       (18  =  64yrs) 
N=  1,334  N  =  2,489 


n 

% 

n 

% 

Gender 
male 
female 

678 
656 

50.8 
49.2 

1133 
1356 

45.5 
54.5 

Health  Status 
Excellent 
Very  good 
Good 
Fair/Poor 

577 
431 
233 
67 

44.1 
33.0 
17.8 
05.1 

668 
762 
647 
387 

27.1 
30.9 
26.3 
15.7 

Race/Ethnicity 
white,  non-Latino 
black,  non-Latino 
Latino 
other 

721 
278 
249 

86 

54.1 
20.8 
18.7 
06.4 

1643 
416 
323 

107 

66.0 
16.7 
13.0 

04.3 

Family  Poverty  Status 
<100  percent  poverty 
100  to  199  percent  poverty 
200  to  399  percent  poverty 
=  400  percent  poverty 

514 
323 
271 

107 

42.3 
26.6 
22.3 
08.8 

555 
613 

658 

396 

25.0 
27.6 
29.6 

17.8 

Education  Status 
grade  school  or  less 
high  school 
some  coUeee  or  more 

161 

1320 
966 

06.6 

53.9 
39.5 

NOTE:  Some  counts  may  not  sum  to  total  N  due  to  missing  values 

Source:  K-SOFHE  1995-1996  Baseline  Data 

Table  2  presents  unweighted  health  care-related  characteristics  of  the  K-SOFHE 
baseline  sample.  Families  reported  difficulty  in  obtaining  care  for  approximately  eight 
percent  of  children.  Over  35  percent  of  the  non-elderly  adult  sample  was  uninsured,  46.8 
percent  had  private  insurance  and  15  percent  had  Medicaid  coverage.  Non-elderly  adults 
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were  also  much  more  likely  than  children  not  to  have  a  regular  source  of  care,  22. 
percent  vs.  9.4  percent,  respectively. 


Table  2 

Unweighted  Health  Care  Profile  of  K-SOFHE  Baseline  Sample  

Children  (<  18  yrs)                Adults  (18  =  64  yrs) 
N=  1,334  N  =  2,489 


n 

% 

n 

% 

Regular  Source  of  Care 

yes 

no 

1121 
116 

90.6 
09.4 

1831 
534 

77.4 
22.6 

Duration  of  Regular  Source  of  Care 
<  1  year 
1=5  years 
>  5  years 

258 
573 
303 

22.8 
50.5 
26.7 

282 
820 

701 

15.6 
45.5 

38.9 

Insurance  StatusAType 
private 
Medicaid 
uninsured 
other 

467 
593 
257 
12 

35.1 
44.6 
19.3 
01.0 

1162 
372 
883 
64 

46.8 
15.0 
35.6 
02.6 

Difficulty  Obtaining  Health  Care 
yes 

nn 

101 
1233 

07.6 
92.4 

407 
2082 

16.4 
83.6 

NOTE:  Some  counts  may  not  sum  to  total  N  due  to  missing  values 
Source:  K-SOFHE  1995-1996  Baseline  Data 


Table  3  indicates  that  the  sample  size  declined  somewhat  from  1,401  families  at 
baseline  to  1,146  famiUes  in  Round  2.  The  number  of  families  interviewed  m  Round  3 
increased,  however,  from  the  previous  Round  to  1,183.  No  substitution  of  families 
occurred  between  Rounds.  Not  shown  in  Table  3,  a  total  1,062  or  76  percent  of  families 
participated  in  all  three  Rounds  of  the  study. 


Table  3 

Panel  Retention  by  Insurance  Type 


Insurance  Category  Baseline  Families  Round  2  Families  Round  3  Families 


Medicaid 
Uninsured 
Private  Insurance 

Total  

Source:  K-SOFHE  Rounds  1-3 


404  319  339 

498  411  411 

499  416  433 

1,401  LI46   1.183 
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Study  Sample 

Panel  Participation  and  Attrition 

For  the  purposes  of  this  study,  a  "child"  was  defined  as  anyone  less  than  18  years 
old  who  was  not  married  or  living  alone;  four  17  year  old  girls  were  excluded  from  the 
child  sample  because  they  were  married  or  living  with  their  partner.  As  shown  in  Table  4, 
the  K-SOFHE  consisted  of  1,522  children  when  Rounds  1  though  3  are  considered 
together.  Only  837,  or  55  percent,  however,  of  these  children  were  represented  in  all  three 
rounds. 

Table  4 

 Retension  and  Participation  of  Children  in  the  K-SOFHE,  1995-1998  

Rlonly     R2only     R3  only     R1&R2    R1&R3    R2&R3     R1,R2,      Total  Children  Rl,  R2, 

&R3  orR3 

240  28  93  135  119  70  837  1522 

15.8%        1.8%         6.1%         8.9%         7.8%         4.6%        55.0%  100% 

Source:  K-SOFHE  Rounds  1-3 

Table  5  shows  panel  attrition  and  participation  of  children  in  each  Round.  For 
instance,  1,331  children  participated  in  Round  1.  Round  2,  however,  contained  1,070 
children.  The  majority  of  children  in  Round  1,  972,  or  73  percent,  also  participated  in 
Round  2.  There  were  98  new  children  in  Round  2  that  did  not  participate  in  Round  1 . 
These  children  were  either  bom  after  interviewing  for  Round  1  or  moved  into  famiUes 
that  were  ah-eady  part  of  the  K-SOFHE  sample.  "Out  of  scope"  Round  2  children  include 
those  children  who  were  17  years  old  in  Round  1  and  were  excluded  in  Rotmd  2  because 
they  had  tumed  18  years  old.  Fifty  children  from  Round  1  were  out-of-scope  in  Round  2. 
"In  scope  loss"  includes  children  who  were  under  the  age  of  17  in  the  prior  round  and 
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were  eligible  for  inclusion  in  this  study  during  Round  2  but  were  not  present.  Of  those 
eligible  children  for  Round  2,  309  did  not  participate. 

In  total,  1,119  children  participated  in  Round  3  -  an  increase  of  49  children  from 
the  previous  Round.  Of  those  children  in  Round  3,  nearly  72  percent  had  participated  in 
Round  1  and  85  percent  in  Round  2.  However,  93  children  were  new  to  the  round,  and  73 
children  were  out  of  scope  from  previous  rounds.  In  other  words,  they  were  either  16 
years  old  in  Round  1  or  17  years  old  in  Round  2  (for  children  not  present  in  Round  1).  Of 
eHgible  children  from  Round  1,  306  did  not  participate  in  Round  3,  and  118  eligible 
children  from  Round  2  who  did  not  participate  in  Round  1  also  did  not  participate  in 
Round  3. 

Table  5 


Panel  Attrition  and  Participation  for  Children,  K-SOFHE  1995-98 

Round  1 

Round  2                   Round  3 

Total  No. 

1331 

1070 

1119 

No.  from  Rl 

972 

956 

%ofRl 

73.0 

71.8 

No  ofR2 

907 

%ofR2 

84.8 

New  to  Round 

98 

93 

Out  of Scope 

50* 

73** 

In  scope  loss  from  Rl 

309 

306 

In  scope  loss  from  R2 

118 

Source:  K-SOFHE  Rounds  1-3 
*  17  years  old  in  Round  1 

**  16  years  old  in  Round  1  or  17  years  old  in  Round  2  and  not  in  Round  1 
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Identification  of  the  Child's  Primary  Caretaker 

The  "caretaker"  role  for  a  child  is  primarily  based  on  familial  and  social 
relationships  between  adults  and  their  children.  For  the  purposes  of  this  study,  the  child's 
primary  caretaker  was  defined  as  the  person  who  would  be  most  likely  to  make  decisions 
regarding  the  child's  need  for  health  care.  Presumably,  the  primary  caretaker  would 
decide  when  the  child  needed  to  be  seen  by  a  provider  and  would  be  responsible  for 
arranging  the  child's  health  care.  As  demonstrated  by  previous  work  cited  in  the  literature 
review,  females,  particularly  mothers,  tend  to  be  primary  caretakers  of  children.  Other 
female  relatives,  however,  such  as  grandmothers,  aunts,  or  adult  sisters,  might  also 
assume  this  responsibihty  for  children  in  their  mother's  absence,  hi  rare  cases,  single 
fathers  or  other  adult  males  might  assume  responsibility  for  health  care  seeking  on  behalf 
of  their  children. 

Since  a  large  portion  of  this  study  focuses  on  the  role  of  the  caretaker  in  obtaining 
timely  health  care  for  their  dependent  children,  primary  caretakers  of  children  in  the 
study  sample  needed  to  be  identified.  Figure  5  presents  the  decision  tree  used  in  this 
study  to  identify  primary  caretakers  of  children.  The  processes  in  caretaker  selection  were 
based  on  four  general  assumptions: 

1 .  Females  are  more  likely  to  be  the  primary  caretakers  of  children  than  males; 

2.  Mothers  are  more  likely  to  be  primary  caretakers  of  children  than  other  adult 
females  in  the  family  unless  the  child's  mother  is  a  minor  (less  than  18  years  old) 
and  lives  with  her  own  mother,  hi  this  case,  the  young  child's  grandmother  was 
considered  to  be  the  primary  caretaker; 
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3.  Grandmothers  are  more  likely  to  be  primary  caretakers  of  children  in  the  absence 
of  the  child's  mother  than  other  adult  females  in  the  home  such  as  the  child's 
aunts,  cousins,  or  adult  siblings;  and 

4.  Fathers  are  more  likely  to  be  the  primary  caretaker  of  children  than  other  adult 
male  relatives  of  the  child  if  living  together. 
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FIGURE  ^  (^DECISION  TREE  FOR  SELECTING  ADULT  CARETAKErT) 


ALL  CHILDREN  <I8  YEARS  OLD 

I 

Adult  female  pnesent  in  family? 


YES 

Adutt  female  is  RP  &  C  is  5.  D.  SS.  SD,  CP.  FC? 


NO 

Adult  male  pnesent  in  family? 


NO 

Male  IS  RP  &  female  W  or  P 

IS  present  &  C  is  S.  D.  SS,  SD.  FC? 


YES 
(M  is  CT) 


NO 

Female  is  RP  &  no  A  D  present 
&  C  is  GS.  GD? 


NO 

Male  IS  RP  &  female  W.  P  & 
C  IS  GS.  GD  &  no  A  D  present? 


NO 

Female  is  F^  &  A  D  present 
&  C  is  GS.  GD? 


NO 

Male  IS  RP  &  A  D  IS  present 
&  C  IS  GS.  GD? 


NO 

Adutt  fennale  is  RP  &  A  Si  is  not 
present  &  C  is  Ni.  Ne? 


T 


YES 
CW,  P  is  CT) 


YES 
(CM  is  CT) 


YES 
(W,  P  Is  CT) 


YES 

(Adult  D  Is  CT) 


YES 

(Adult  D  is  CT) 


NO 

Male  IS  RP  &  Adult  female  W.  P  is 
present  &  A  Si.  A  SL  not  present 
&  C  IS  Ml.  Ne? 


T 


YES 

(Adult  Au  is  CT) 


NO 

Please  see  next  page  for 


YES 

continuation 


NO 

Exclude  child 


YES 

Adult  male  is  F^  &  C  is 
S.  D,  SS.  SD,  CP  or  FC? 


NO 

Adult  male  is  RP  & 
no  A  S  present 
&  C  is  GS,  GD? 


L 


YES 

(A  F  or  SF  is  CT) 


NO 

Adult  male  is  RP  & 
AS  is  present  & 
&  C  IS  GS.  GD? 

 1  cz: 


YES 
(GF  is  CT) 


NO 

Adutt  male  is  FIP  & 
C  IS  B,  Si.  SB.  SSi? 


T 


T 


YES 
(A  S  is  CT) 


1 


NO  YES 
(identify  CT       (A  B  is  CT) 
manually) 
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FIGURE  0  (decision  TREE  FOR  SELECTING  ADULT  CARETAKERs) 


continued 


NO 

Female  is  RP  &  A  Si.  SL  is  pnesent 
&  C  is  Ni,  Ne? 


Y 

YES 

(A  W,  P  Is  CT) 


NO 

Male  is  RP  &  A  Si,  SL  is  pnesent 
&  C  is  Ni,  Ne? 


YES 

(A  SI,  SL  is  CT) 


NO 

Adult  female  is  RP  &  C  is  Co 
&  Au  not  pnesent? 


YES 

(A  Si,  SL  is  CT) 


NO 

Male  is  RP  &  AduH  female  W.  P 
present  &  Au  not  pnesent  &  C  is  Co? 


YES 

(Adult  female  Co  Is  CT) 


NO 

Female  RP  &  C  is  Co  &  A  Au  pnesent' 


NO 


Male  RP  &  C  IS  Co  &  A  Au  present? 


~1 
YES 

(AduK  W,  P  Is  CT) 

YES 

(A  Au  Is  CT) 


NO 

Adult  female  RP  &  C  is  Si  or  B 
&  M  not  present? 

i 


T 


YES 

(A  Au  is  CT) 


NO 

Female  is  RP  &  C  is  Si  or  B 
&  M  is  present' 


T 


♦ 

YES 
(A  S  is  CT) 


NO 

C  female  RP  &  C  is  S.  D.  SS. 
SD.  CP  &  Adult  M  present? 


T 


~1 

YES 
(M  Is  CT) 


NO 

C  female  is  RP  &  C  is  S.  D.  SS, 
SD.  CP  &  no  Adult  M  present? 

NO 

(Identify  manually) 


T 


YES 
(A  M  is  CT) 


YES 

(C  M  Is  CT) 


A= 

adult  >  18  yean  old 

Au= 

aunt 

B= 

brother     .  . 

C= 

child  <I8  years  old 

CP= 

child  of  partner 

Co= 

cousin 

CT= 

caretaker 

D= 

daughter 

F= 

fatiier 

FC= 

foster  child 

GD= 

granddaughter 

GF= 

grandfather 

GM= 

grandnrvother 

GS= 

grandson 

M= 

mother 

Ne= 

nephew 

Ni= 

niece 

P= 

partner 

RP= 

reference  person 

S= 

son 

SB= 

stepbrother 

SD= 

stepdaugther 

Si= 

sister 

SL= 

sister-in-law 

SS= 

stepson 

SSi= 

stepsister 

V/= 

wife  ' . 
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Table  6  presents  five  examples  of  K-SOFHE  families  with  children.  All  persons 
in  the  K-SOFHE  were  labeled  according  to  their  relationship  with  the  survey's  reference 
person  who  was  the  survey  respondent.  For  instance,  in  example  1,  the  reference  person 
is  a  40  year-old  female  with  one  12  year-old  son  and  one  10  year-old  daughter.  The  adult 
female  (or  mother)  is  considered  the  primary  caretaker  of  these  two  children  since  they 
are  her  son  and  daughter.  However,  the  caretaker  relationship  is  not  based  entirely  on 
biological  ties  between  women  and  children.  For  instance,  in  example  2,  the  28  year-old 
female  reference  person  would  be  considered  the  primary  care  taker  of  her  15  year-old 
and  13  year-old  stepchildren  since  their  biological  mother  is  not  present  in  the  family. 
The  children's  stepmother  is  considered  the  primary  caretaker  even  though  the  children's 
biological  father  (her  husband)  is  present  since  female  gender  trumps  male  gender. 

Families  might  include  multiple  generations  within  one  household.  Example  3 
presents  a  60  year  old  male  reference  person,  his  58  year-old  wife,  32  year-old  daughter, 
10  year-old  grandson,  and  8  year-old  granddaughter,  hi  this  case,  the  32  year-old 
daughter  would  be  the  children's  primary  caretaker  since  she  is  most  likely  their  mother. 
Similarly,  example  4  contains  two  adult  females  and  two  children.  Here,  the  40  year-old 
male  reference  person  is  accompanied  by  his  38  year-old  wife,  32  year  -old  sister,  7  year- 
old  niece  and  5  year-old  nephew.  His  sister  would  be  the  children's  caretaker  since  his 
niece  and  nephew  are  most  likely  her  children. 

Even  though  this  was  a  relatively  rare  event,  example  5  presents  an  interesting 
challenge  since  there  are  multiple  caretakers  within  this  one  family  unit.  A  total  of  1 9 
families  had  multiple  child-caretaker  dyads  in  the  K-SOFHE  data  set  at  Round  1 .  This 
family  contains  the  55  year-old  female  respondent,  her  two  adult  daughters,  one  adult 
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son,  and  three  grandchildren  ranging  in  age  from  3  to  15  years  of  age.  Additional  clues 
were  used  to  identify  the  caretaker  of  each  child.  For  instance,  differences  in  age  between 
grandchildren  and  adult  children  in  the  household  were  helpful  to  identify  child-caretaker 
dyads. 

In  most  cases,  low-income  adults  with  children  only  qualify  for  Medicaid  if  their 
children  qualify  as  well.  In  example  5,  the  eldest  daughter  has  been  identified  as  the 
primary  caretaker  of  the  oldest  grandson  and  granddaughter  since  the  23  year-old 
daughter  and  the  20  year-old  son  are  too  young  to  be  the  parent  of  these  children.  Also, 
these  two  children  share  the  same  type  of  insurance  status  with  their  35  year-old  mother. 
Similarly,  we  would  consider  the  23  year-old  daughter  to  be  the  primary  caretaker  of  the 
youngest  child  since  (1)  she  could  have  given  birth  to  him  when  she  was  20  years  old, 
and  (2)  she  shares  the  same  insurance  type.  While  it  is  possible  that  the  youngest 
grandchild  belongs  to  the  adult  son  (the  child  could  still  qualify  for  Medicaid  and  he 
could  be  uninsured)  or  older  adult  daughter,  the  23  year-old  daughter  would  not  normally 
qualify  for  Medicaid  if  she  did  not  have  her  own  child.  Therefore,  we  consider  her  the 
child's  primary  caretaker. 
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Table  6 

Examples  of  Caretaker  Identification  by  Decision  Tree  (Figure  5) 


K  CI  SUll  m.mJ 

RplsitSnnchin 

A  op 
Age 

VTCllUCl 

lype 

1 

1000049001 

ref. 

40 

female 

M 

Y 

1000049002 

son 

12 

male 

M 

N 

10 

M 

1^ 

ret 

TT 

V 

ViiicV*aTiH 

40 

P 

It 

1003767803 

Stepson 

15 

male 

u 

N 

1003767804 

stepdaughter 

13 

female 

u 

N 

3 

•J 

1000061001 

rcf. 

60 

male 

p 

1000061002 

wife 

58 

fprnalp 

p 

1  vUuUO  1  \J\)D 

p 

ST 

V 
I 

1000061004 

prandson 

f—,X  *XXm\^^\J 

10 

male 

P 

N 

100006100*5 

ora  Ti  H  H  a  1 1  pH  fpr 

8 

male 

P 

N 

4 

100456701 

ref. 

40 

male 

u 

N 

100456702 

wife 

38 

female 

u 

N 

100456703 

sister 

32 

female 

u 

Y 

100456704 

niece 

7 

female 

M 

N 

100456705 

nephew 

5 

male 

M 

N 

5 

100786501 

ref. 

55 

female 

P 

N 

100786502 

daughter 

35 

female 

P 

Y(l) 

100786503 

daughter 

23 

female 

M 

Y(2) 

100786504 

son 

20 

male 

U 

N 

100786505 

granddaughter 

15 

female 

P 

N(l) 

100786506 

grandson 

14 

male 

P 

N(l) 

100786507 

grandson 

3 

male 

M 

N(2) 

KEY:    M=  Medicaid  •  P=  Private  •  U=  Uninsured 
Y=Yes  •  N=No 


Table  7  compares  children  with  male  and  female  caretakers  on  sociodemographic 
characteristics  at  baseline.  Male  caretakers  tended  to  be  older  than  female  caretakers,  and 
children  of  male  caretakers  tended  to  be  older  than  children  of  female  caretakers. 
Although  there  was  no  statistical  difference  in  family  poverty  status,  male  caretakers 
tended  to  have  more  education  than  female  caretakers.  A  greater  proportion  of  male 
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caretakers  also  worked  than  female  caretakers,  but  among  those  who  worked,  there  was 
no  statistically  significant  difference  in  full-time  status  (analysis  not  shown). 
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Table  7 

Unweighted  Comparison  of  Children  with  Male  and  Female  Caretakers  at  Baseline, 

1995-96 


Children  with 

Children  with 

Male  Caretaker 

Female  Caretaker 

n=43 

n=1288 

% 

% 

Child  Age* 

0  <  5  years 

18.6 

31.9 

5  <  12  years 

37.2 

40.5 

12  <  18  years 

44.2 

27.6 

Child  Gender 

male 

55.8 

50.7 

female 

44.2 

49.3 

Child  Health  Status 

excellent 

50.0 

43.9 

very  good 

25.0 

33.2 

good 

20.0 

17.8 

fair/poor 

5.0 

5.1 

Family  Structure* 

2  parents 

0.0 

55.4 

1  parent 

81.4 

29.3 

other 

18.6 

15.4 

Family  Poverty  Status 

<  100% 

37.2 

41.7 

101  <  200% 

37.2 

24.8 

201  <  400% 

16.3 

24.2 

>  400% 

9.3 

9.3 

rNumber  oi  Cniluren 

1  rliilrl 

iyj.L 

22. 1 

z.  Liiiiurcn 

i  1  .J. 

28.8 

>  3  children 

irk  1 

39.1 

Age  of  Caretaker* 

1  /  <  ZD  years 

7.0 

13.8 

zj  <  iz>  years 

23.3 

39.1 

35  <  50  years 

58.1 

42.8 

>  50  years 

11.6 

4.4 

Caretaker  Education* 

<  8*  grade 

2.4 

7.1 

nth  ^  1   J  _ 

9  <  12  grade 

45.2 

58.2 

>  some  college 

52.3 

34.7 

Caretaker  Race/Ethnicity 

white,  non-Hispanic'' 

53.5 

62.2 

black,  non-Hispanic 

16.3 

21.6 

Hispanic 

30.2 

16.2 

Caretaker  Employment  Status* 

in  labor  force"^ 

74.4 

52.2 

not  in  labor  force 

25.6 

47.9 

Source:  K-SOFHE  Round  1 

*Statistically  Different  at  p  <  .05 

"  Families  consisting  of  adults  other  than  parents 

with  children,  e 

g.  grandparent(s) 

'  "Other"  race  has  been  combined  with  non-Hispanic,  whites 
■  Works  at  a  "job"  or  in  a  business  for  pay. 
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Table  8  provides  a  comparison  of  children  with  male  and  female  caretakers  on 
indicators  of  ability  to  obtain  health  care  at  baseline.  Children  of  male  caretakers  were  no 
more  likely  to  be  uninsured  than  children  of  female  caretakers.  Similarly,  male  caretakers 
themselves  did  not  significantly  differ  in  likelihood  of  having  insurance  coverage. 
However,  children  with  male  caretakers  were  much  less  likely  to  have  a  usual  source  of 
care.  For  instance,  less  than  80  percent  of  children  with  male  caretakers  had  a  usual 
source  of  care  in  1995/96  compared  to  over  90  percent  of  children  with  female 
caretakers.  Similarly,  a  smaller  proportion  of  male  caretakers  had  a  usual  source  of  care 
for  themselves  than  did  female  caretakers.  Among  those  who  had  a  usual  soiu-ce  of  care, 
children  with  female  caretakers  were  more  than  twice  as  likely  to  have  a  private  practice 
physician  or  private  clinic  as  their  usual  source  than  children  with  male  caretakers. 
Despite  differences  in  the  presence  and  type  of  a  usual  source  of  care,  children  with  male 
caretakers  were  not  significantly  more  likely  to  experience  difficulty  in  obtaining  care 
than  children  with  female  caretakers.  Findings  from  this  analysis  should  be  mterpreted 
with  caution,  however,  since  there  are  few  children  with  male  caretakers  and  there  was 
large  sampling  error. 


52 


Table  8 

Unweighted  Comparison  of  Children  with  Male  and  Female  Caretakers  at  Baseline,  1995-96 


Children  with 

Children  with 

Male  Caretakers 

Female  Caretakers 

n=43 

n=1288 

% 

% 

Child  Insurance  Type 

Medicaid 

50.0 

45.1 

private 

29.0 

35.4 

uninsured 

22.1 

19.5 

Child  Usual  Source  of  Care  (USC)* 

yes 

76.9 

91.1 

no 

23.1 

8.9 

Duration  of  Child's  USC 

<  1  year 

16.7 

22.9 

1  to  5  years 

50.0 

50.6 

>  5  years 

33.3 

26.5 

Solo  MD  or  Private  Clinic  is  Child's  USC* 

yes 

23.3 

49.8 

no 

76.7 

50.2 

Specific  Provider  at  Child's  USC 

yes 

65.5 

74.2 

no 

34.5 

25.8 

Difficulty  Obtaining  Care  for  Child 

yes 

2.3 

7.8 

no 

97.7 

92.2 

Satisfaction  with  Access  to  Care  for  Child 

very  satisfied 

45.2 

51.1 

generally  satisfied 

33.3 

35.0 

somewhat  dissatisfied 

11.9 

6.2 

very  dissatisfied 

9.5 

7.7 

Caretaker  Insurance  Type 

Medicaid 

33.3 

32.3 

private 

30.8 

38.6 

uninsured 

35.9 

29.1 

Caretaker  USC* 

yes 

67.4 

83.4 

no 

32.6 

16.6 

Duration  of  Caretaker's  USC 

<  1  year 

4.4 

18.8 

1  to  5  years 

47.8 

44.5 

>  5  years 

47.8 

36.7 

Solo  MD/Private  Clinic  is  CT's  USC 

yes 

47.8 

45.8 

no 

52.2 

54.2 

Specific  Provider  at  Caretaker's  USC 

yes 

60.9 

74.8 

no 

39.1 

25.2 

Difficulty  Obtaining  Care  for  Caretaker 

19.3 

yes 

27.9 

no 

72.1 

80.7 

Source:  K-SOFHE  Round  1 

*  Statistically  Different  at  p  <  .05;  CT=Caretaker 
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Analysis  of  Study  Sample  Attrition 

Table  9  compares  in-scope  children  lost  to  follow-up  in  Round  2  to  those  children 
who  remained  in  the  sample  that  year  using  baseline  data.  In  general,  eligible  children 
lost  to  follow-up  tended  to  be  older  than  those  who  remained  in  the  sample.  For  instance, 
30.4  percent  of  in-scope  loss  were  12  <  17  years  old  at  Round  1  compared  to  23.8  percent 
of  children  who  remained  in  the  sample.  Technically,  a  17  year-old  was  still  considered  a 
child  in  this  study  if  they  were  not  married  or  living  with  their  partner  and  were  residing 
with  adults  in  the  same  family.  Older  children  in  Round  1  were  more  likely  to  leave  for 
college  or  go  off  on  their  own  one  year  later  than  younger  children  and,  therefore,  were 
less  likely  to  participate  in  the  second  year  of  interviewing. 

On  average,  eligible  children  who  dropped  out  of  the  sample  by  Round  2  came 
from  poorer  families.  For  example,  over  50  percent  of  the  in-scope  loss  children  had 
family  incomes  at  or  below  the  poverty  line  compared  to  39  percent  of  children  who 
remained  in  the  sample.  Eligible  children  from  one-parent  families  were  more  likely  to 
drop  out  of  the  sample  (34.3%)  than  two-parent  families  (29.5%).  Non-represented  child 
caretakers  also  tended  to  be  younger  and  less  educated  than  caretakers  who  remained  in 
the  sample  in  Round  2.  The  two  groups  did  not  appear  to  differ  in  terms  of  race/ethnicity 
or  employment  status  of  the  child's  caretaker. 
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Table  9 


Unweighted  Comparison  of  In-Scope  Children  Lost  to  Follow-Up  with  Children  who  remained  in 
 Round  2  on  Sociodemographic  Measures  at  Baseline  


Remained  in  R2 

In  Scope  Loss  in  R2 

n=972 

n=309 

% 

% 

Child  Age* 

0  <  5  years 

32.6 

33.0 

5  <  12  years 

43.6 

36.6 

12  <  17  years 

23.8 

30.4 

Child  Gender 

male 

51.5 

46.3 

female 

48.5 

53.1 

Child  Health  Status* 

excellent 

46.0 

38.0 

very  good 

34.0 

30.5 

good 

15.5 

24.7 

fair/poor 

4.6 

6.9 

Family  Structure* 

2  parents 

56.9 

44.7 

1  parent 

29.5 

34.3 

other" 

13.6 

21.0 

Family  Poverty  Status* 

<  100% 

39.3 

51.0 

101  <  200% 

24.9 

26.7 

201 < 400% 

25.3 

17.2 

>  400% 

10.5 

5.1 

Number  of  Children 

1  child 

21.2 

23.3 

-.1.  '1  J 

2  children 

38.8 

39.2 

>  3  children 

40.0 

37.5 

Age  of  Caretaker* 

17  <25  years 

12.4 

19.1 

25  <  35  years 

39.6 

41.1 

35  <  50  years 

44.4 

35.0 

>  50  years 

3.6 

4.9 

Caretaker  Education* 

<  8*  grade 

5.6 

11.0 

9*  <  12  grade 

57.7 

58.5 

>  some  college 

36.7 

30.6 

Caretaker  Race/Ethnicity 

white,  non-Hispanic'' 

62.0 

59.9 

black,  non-Hispanic 

21.4 

21.7 

Hispanic 

16.6 

18.5 

Caretaker  Employment  Status 

in  labor  force"^ 

52.0 

52.4 

not  in  labor  force 

48.0 

47.6 

Source:  K-SOFHE  Rounds  1-2 
Statistically  Different  at  p  <  .05 
R2  =  Round  2 

'  Families  consisting  of  adults  other  than  parents  with  children,  e.g.  grandparent(s) 
*"  "Other"  race  has  been  combined  with  non-Hispanic,  whites 
'  Works  at  a  "job"  or  in  a  business  for  pay. 
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As  shown  in  Table  10,  eligible  children  lost  to  follow-up  were  more  likely  to  have 
Medicaid  (52.3%  vs.  44.0%,  respectively)  and  be  uninsured  (23.5%  vs.  18.0%, 
respectively)  at  Round  1  than  children  who  remained  in  the  sample  one  year  later. 
Similarly,  they  were  more  likely  not  to  have  a  usual  source  of  care  (14.6%  vs.  7.2%, 
respectively)  and  have  experienced  a  barrier  to  care  that  prevented  or  delayed  use  in  the 
previous  year  (10.4%  vs.  6.4%,  respectively).  Caretakers  of  children  not  represented  in 
Round  2  were  more  likely  to  be  uninsured  (37.9%  vs.  26.6%,  respectively)  and  to  have 
encountered  a  barrier  to  care  for  themselves  in  the  previous  year  (24.9%  vs.  18.0%, 
respectively).  Although  caretakers  of  children  lost  to  follow-up  were  not  less  likely  to 
have  a  regular  source  of  care  at  baseline,  the  nature  of  their  care  did  differ  from 
caretakers  of  children  in  Round  2.  For  instance,  they  were  more  likely  to  have  shorter  ties 
with  their  regular  source  of  care  (28.4%  <  1  year  vs.  15.9%)  <1  year),  and  that  regular 
source  was  more  likely  to  be  a  solo  physician  or  private  clinic  (37.8%  vs.  48.4%), 
respectively). 
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Table  10 


Unweighted  Comparison  of  In-Scope  Children  Lost  to  FoUow-Up  with  Children  who  remained  in 

Round  2  on  Access  Measures  at  Baseline 


Remained  in  R2 

In-Scope  Loss  in  R2 

n=972 

n=309 

% 

% 

Child  Insurance  Type '  * 

Medicaid 

44.0 

52.3 

private 

38.0 

24.2 

uninsured 

18.0 

23.5 

Child  Usual  Source  of  Care  (USC)* 

yes 

92.8 

85.4 

no 

7.2 

14.6 

Duration  of  Child's  USC 

<  1  year 

22.1 

27.1 

1  to  5  years 

50.6 

50.0 

>  5  years 

27.3 

22.9 

Solo  MD  or  Private  Clinic  is  Child's  USC* 

yes 

51.3 

40.0 

no 

48.7 

60.0 

Specific  Provider  at  Child's  USC 

yes 

74.9 

71.4 

no 

25.1 

28.6 

Difficulty  Obtaining  Care  for  Child* 

yes 

6.4 

10.4 

no 

93.6 

89.6 

Satisfaction  with  Access  to  Care  for  Child* 

very  satisfied 

53.9 

41.0 

generally  satisfied 

34.3 

37.8 

somewhat  dissatisfied 

5.3 

10.3 

very  dissatisfied 

6.5 

11.0 

Caretaker  Insurance  Type*  * 

Medicaid 

32.5 

33.3 

private 

40.9 

28.8 

uninsured 

26.6 

37.9 

Caretaker  USC 

yes 

83.5 

79.9 

no 

16.5 

20.1 

Duration  of  Caretaker's  USC* 

<  1  year 

15.9 

28.4 

1  to  5  years 

45.7 

38.7 

>  5  years 

38.4 

32.9 

Solo  MD/Private  Clinic  is  Caretaker's  USC* 

yes 

48.4 

37.8 

no 

51.6 

62.2 

Difficulty  Obtaining  Care  for  Caretaker* 

yes 

18.0 

24.9 

no 

82.0 

75.1 

Source:  K-SOFHE  Rounds  1  and  2 

*  Statistically  Different  at  p  <  .05 

'  "Other  Insurance  Type"  has  been  dropped 

MD  =  Provider;  R2=Round  2 
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Similar  comparisons  of  characteristics  at  baseline  were  made  between  children 
who  remained  in  the  sample  in  Round  3  and  eligible  children  who  were  lost  to  follow-up 
that  year.  As  shown  in  Tables  1 1  and  12,  children  lost  to  follow-up  in  Round  3  were  more 
likely  to  be  poor  and  come  from  non-traditional  or  "other"  types  of  famihes  including 
multigenerational  or  children  with  extended  relatives.  Their  caretakers  also  tended  to  be 
younger  and  less  educated  than  caretakers  of  children  who  remained  in  the  sample.  There 
did  not  appear  any  differences  by  race/ethnicity  or  the  employment  status  of  the  child's 
caretaker.  Children  who  were  lost  to  follow-up  in  Round  3  had  a  worse  overall  access 
profile  than  children  who  were  represented.  For  example,  they  were  more  likely  to  be 
uninsured  (as  were  their  caretakers)  and  lack  a  usual  source  of  care  than  children  who 
remained  in  the  sample  (See  Table  12). 
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Table  11 

Unweighted  Comparison  of  In-Scope  Children  Lost  to  Follow-Up  with  Children  who  remained  in 
 Round  3  on  Sociodemographic  Measures  at  Baseline  


Remained  in  R3 

In-Scope  Loss  in  R3 

n=956 

n=306 

% 

% 

Child  Age* 

0  <  5  years 

31.4 

33.8 

5  <  12  years 

33.0 

45.6 

12  <  17  years 

35.6 

20.6 

Child  Gender 

male 

50.7 

52.0 

female 

49.3 

48.0 

Child  Health  Status 

excellent 

45.6 

40.6 

very  good 

32.5 

34.5 

good 

17.7 

17.8 

fair/poor 

4.2 

72 

Family  Structure* 

2  parents 

57.2 

42.2 

1  parent 

31.2 

30.7 

other 

11.6 

27.1 

Family  Poverty  Status* 

<  100% 

40.4 

47.2 

101  <200% 

25.3 

25.4 

201  <  400% 

22.6 

24.1 

>  400% 

11.5 

3.3 

Number  of  Children* 

1  cnilQ 

18.8 

26.5 

2  children 

40.1 

38.2 

>  3  children 

41.1 

35.3 

Age  of  Caretaker* 

17  <  25  years 

13.6 

16.7 

25  <  35  years 

40.5 

40.2 

35  <  50  years 

42.9 

37.3 

>  50  years 

3.0 

5.9 

Caretaker  Education* 

<  8*  grade 

5.8 

9.3 

9*  <  12  grade 

56.6 

62.3 

>  some  college 

37.5 

28.3 

Caretaker  Race/Ethnicity 

white,  non-Hispanic'' 

63.1 

58.8 

black,  non-Hispanic 

21.4 

20.9 

Hispanic 

15.5 

20.3 

Caretaker  Employment  Status 

in  labor  force' 

53.1 

50.7 

not  in  labor  force 

46.9 

49.3 

Source:  K-SOFHE  Rounds  1-3 
Statistically  Different  at  p  <  .05 
R3  =  Round  3 

'  Families  consisting  of  adults  other  than  parents  with  children,  e.g.  grandparent(s) 

"Other"  race  has  been  combined  with  non-Hispanic,  whites 
'  Works  at  a  "job"  or  in  a  business  for  pay. 
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Table  12 

Unweighted  Comparison  of  In-Scope  Children  Lost  to  Follow-Up  with  Children  who  remained  in 

Round  3  on  Access  Measures  at  Baseline 


Child  Insurance  Type"* 

Medicaid 

private 

uninsured 
Child  Usual  Source  of  Care  (USC)* 

yes 

no 

Duration  of  Child's  USC* 

<  1  year 

1  to  5  years 

>  5  years 

Solo  MD  or  Private  Clinic  is  Child's  USC* 

yes 
no 

Specific  Provider  at  Child's  USC* 

yes 
no 

Difficulty  Obtaining  Care  for  Child 

yes 
no 

Satisfaction  with  Access  to  Care  for  Child* 

very  satisfied 

generally  satisfied 

somewhat  dissatisfied 

very  dissatisfied 
Caretaker  Insurance  Type'* 

Medicaid 

private 

uninsured 
Caretaker  USC 

yes 

no 

Duration  of  Caretaker's  USC* 

<  1  year 

1  to  5  years 

>  5  years 

Solo  MD/Private  Clinic  is  Caretaker's  USC* 

yes 
no 

Difficulty  Obtaining  Care  for  Children 

yes 
no 


Remained  in  R3 
n=956 

/o 

In-Scope  Loss  in  R3 
n=306 

/o 

46.0 

48.0 

JO.O 

OS  t\ 

17.2 

24.0 

yz.o 

7.2 

14.9 

1 1  A 

J  1.3 

51.5 

48.9 

27.5 

19.6 

51.8 

40.8 

75.5 

69.1 

24.5 

30.9 

7.2 

8.9 

92.8 

91.2 

54.3 

39.7 

32.7 

43.5 

5.3 

9.5 

7  7 

74 

32.2 

36.9 

AC\  7 

27.6 

32.6 

83.9 

79.2 

16.1 

20.8 

15.5 

30.8 

44.9 

43.3 

39.6 

25.9 

48.1 

37.7 

51.9 

62.3 

18.7 

22.6 

81.3 

77.5 

Source:  K-SOFHE  Rounds  1,  2,  and  3 

*  Statistically  Different  at  p  <  .05;  ""Odier  Insurance  Type"  has  been  dropped; 
MD  =  Provider;  R3=Round  3 
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Measurement 

Dependent  Variables 

The  primary  dependent  variable  in  this  study  measures  the  family's  experience  in 
obtaining  health  care  for  each  individual  in  the  family.  A  know^ledgeable  adult  in  the 
family  was  asked  if  in  the  preceding  year  each  person  "needed  but  did  not  get  care,  or  had 
difficulty  getting  care"  of  any  of  the  following  types:  general  physician,  emergency 
medical,  a  specialty  doctor,  home  health  care,  rehabilitation  services  including  speech  or 
physical  therapy,  mental  health  services,  or  medications.  This  measure  has  been  used 
extensively  in  prior  research  including  large-scale  national  surveys  in  order  to  capture  the 
ability  of  individuals  to  obtain  timely  health  services. ^0,  38,  147,  148,  200-202  if  the 
respondent  reported  a  barrier  to  care,  he  or  she  was  also  asked  if  that  barrier  led  to 
adverse  health  effects  for  the  family  member. 

For  the  purposes  of  this  study,  usual  source  of  care  was  assessed  in  six  ways:  (1) 
whether  or  not  the  individual  had  a  usual  source  of  care,  (2)  duration  of  the  relationship 
with  that  usual  source,  (3)  type  of  care  that  the  individual  used,  (4)  whether  or  not  the 
regular  source  of  care  was  a  specific  provider  rather  than  a  specific  place,  (5)  ease  of 
obtaining  an  appointment  on  short  notice,  and  (6)  difficulty  getting  to  the  usual  source  of 
care.  The  terminology  of  these  items  is  similar  or  identical  to  other  large,  nationally- 
representative  surveys  of  the  U.S.  population.^^,  73,  147 

Respondents  were  also  asked  to  rate  their  overall  satisfaction  with  being  able  to 
get  medical  care  when  it  was  needed  for  each  person  in  the  family.  Possible  responses 
ranged  fi-om  very  satisfied  to  very  dissatisfied.  Attitudinal  questions  asked  respondents  to 
rate  their  ability  to  obtain  medical  care  and  their  general  satisfaction  with  medical  care 
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compared  to  one  year  ago.  Others  addressed  worry  about  getting  care  in  the  future, 
problems  communicating  with  providers,  time  with  providers,  delays  in  getting  needed 
medical  care  for  the  family  as  a  whole,  and  lack  of  information  to  help  prevent  health 
problems. 

hidependent  hisurance  Variables 

The  type  of  coverage  was  obtained  at  time  of  interview  for  each  member  of  the 
family.  Options  included  private,  Medicaid,  uninsured,  or  other.  Summary  variables  were 
constructed  to  capture  the  relationship  between  child  and  caretaker  insurance  status.  For 
instance,  the  child-caretaker  insurance  status  summary  variable  has  the  following  values: 
1.  child  insured,  caretaker  insured;  2.  child  insured,  caretaker  uninsured;  3.  child 
uninsured,  caretaker  insured;  4.  child  uninsured,  caretaker  uninsured.  Variables  that 
captured  change  in  health  insurance  status  and  type  over  time  were  also  constructed  for 
longitudinal  analyses. 

Sociodemo  graphic  Variables 

Since  many  financial  and  non-financial  factors  affect  parents'  ability  to  obtain 
care  for  children,  a  number  of  control  variables  were  included  in  this  study.  Family-level 
control  variables  included  family  structure,  poverty  status,  and  number  of  children. 
Parent-level  variables  included  age,  gender,  health  status,  education,  race/ethnicity,  and 
employment  status.  Child-level  variables  included  insurance  status,  age,  gender,  health 
status  and  race/ethnicity. 
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Approach  to  Analysis 

Cross  Sectional  Analyses 

The  first  step  in  the  analysis  of  the  K-SOFHE  data  was  to  construct  analytic  files 
fi-om  the  raw  data  provided  by  NORC  and  conduct  univariate  analysis  on  all  variables  to 
detect  any  anomalies  or  missing  values.  Categorical  variables  were  described  by 
fi-equencies  and  continuous  variables  were  explored  with  the  use  of  distributions,  box- 
plots,  and  stem-and-leaf  plots.  Such  tools  were  used  to  identify  any  outliers  caused  by 
data  entry  or  transfer  errors.  Frequency  distributions  were  also  generated  for  all  continous 
measures  to  aid  the  identification  of  cut-off  values  for  the  construction  of  categorical 
variables.  Data  manipulation  and  initial  univariate  analyses  were  conducted  using  SAS 
statistical  software  release  6.12. 

Bivariate  Cross-Sectional  Analyses 

The  K-SOFHE  employs  a  multistage  probability  sampling  design  very  similar  to 
the  National  Health  Interview  Survey,  which  involves  stratification,  clustering,  and  over- 
sampling  techniques.  198  Standardized  weights  were  used  in  all  analyses  to  account  for 
over  sampling.  The  design  effect  resulting  from  the  use  of  clusters  in  sample  selection 
was  estimated  and  variance  inflated  using  the  Taylor  series  approximation  employed  by 
Research  Triangle  Listitute's  Professional  Software  for  Survey  Data  Analysis 
(SIJDAAN).^^-^  Adjustments  in  the  variance  and  standard  errors  had  no  to  little  effect  on 
the  overall  findings,  and  estimates  of  the  odds  remained  the  same  after  correcting  for 
sampling  error. 
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The  weighted  distributions  of  key  sociodemographic  variables  and  their 
relationship  to  difficulty  obtaining  health  care  for  children,  the  "barrier  to  care"  access 
outcome  variable,  at  baseline  are  presented  in  Table  13.  According  to  the  K-SOFHE,  only 
3.3  percent  of  children  in  were  in  poor  or  fair  health  status  in  1995-96.  This  finding  is 
similar  to  recent  published  results  using  the  1996  Medical  Expenditure  Panel  Survey 
(MEPS),  which  showed  that  3.3  percent  and  0.6  percent  of  children  in  the  United  States 
were  in  fair  and  poor  health,  respectively.^^  Children  in  poor  or  fair  health  were  many 
times  more  likely  to  experience  difficulty  in  obtaining  care  than  healthier  children.  For 
instance,  less  than  two  percent  of  children  in  "excellent"  health  experienced  difficulty 
obtaining  care  as  compared  to  more  than  one-third  of  children  in  poor  health. 

Two-parent  families  constituted  over  70  percent,  one-parent  families  19.2  percent, 
and  "other"  type  of  families  9.3  percent  of  the  K-SOFHE  baseline  cohort.  The  "other" 
family  type  included  multigenerational  families  or  families  with  non-parent  caretakers  of 
children.  Single-parented  families  were  approximately  twice  as  likely  to  experience 
difficulty  in  obtaining  health  care  for  their  children  in  the  previous  year  than  two- 
parented  and  other  types  of  families.  Similarly,  families  with  incomes  at  or  below  the 
poverty  line  were  more  likely  to  experience  difficulty  in  obtaining  care  for  their  children. 
Nearly  10  percent  of  poor  families  compared  to  less  than  one  percent  of  families  with 
income  greater  than  400  percent  poverty  experienced  difficulty. 
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Table  13 

Sociodemographic  Characteristics  of  U.S.  Population,  1995-96,  N=l,331 
Study  Population  Percent  of  Percent  of  P* 


Total 

Difficulty 

Population 

Getting  Care 
for  Children 

Child  Age 

0  <  5  years 

27.2 

4.5 

5  <  12  years 

42.3 

5.1 

NS 

12  <  18  years 

30.5 

5.7 

NS 

Child  Gender 

male 

51.2 

5.7 

- 

female 

48.8 

4.4 

NS 

Child  Health  Status 

excellent 

54.9 

1.9 

very  good 

30.3 

good 

11.5 

10.0 

fair/poor 

3.3 

34.0 

.0001 

Family  Structure 

2  parents 

/  l.J 

1  parent 

1  Q  0 

9.3 

0001 

other*" 

9.3 

A  1 
4.  / 

Family  Poverty  Status 

<  100% 

1  O  /I 

18.4 

101  <  200% 

91  4 

5.4 

.0001 

201  <  400% 

40.1 

D.O 

nnni 

.UUUl 

>  400% 

20.1 

U.o 

Number  of  Children 

1  cniia 

22.8 

5.7 

2  cniloren 

4?  1 

5.3 

NS 

>  3  children 

J  J.  1 

4.5 

NS 

Age  of  Caretaker 

8.1 

I  /  <  Id  years 

VJ.O 

25  <  35  years 

m.i. 

4.4 

.01 

35  <  50  years 

54.8 

^  A 
J. 4 

>  50  years 

4.2 

2.0 

INo 

Caretaker  Education 

<  8*  grade 

4.2 

6.3 

9*  <  12  grade 

45.8 

4.9 

NS 

>  some  college 

50.0 

5.3 

NS 

Caretaker  Race/Ethnicity 

5.1 

white,  non-Hispanic 

72.5 

black,  non-Hispanic 

15.2 

4.1 

NS 

Hispanic 

12.3 

6.5 

NS 

Caretaker  Employment  Status 

in  labor  force'^ 

4.9 

65.2 

not  in  labor  force 

34.8 

5.3 

NS 

SOURCE:  Kaiser  Survey  of  Family  Health  Experiences  (K-SOFHE),  1995-96. 

*  Statistical  significance  of  the  relationship  between  barrier  to  care  for  child  and  each 

sociodemographic  category  compared  to  reference  group. 

Families  consisting  of  adults  other  than  parents  with  children,  e.g.  grandparent(s) 
"  Works  at  a  "job"  or  in  a  business  for  pay.  ^  NS=Not  significant. 
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Although  the  K-SOFHE  over  sampled  families  with  Medicaid  coverage  or  no 
coverage  at  all,  the  weighted  population  estimates  for  these  insurance  categories  among 
children  are  slightly  lower  than  other  national  surveys.  For  instance,  as  shown  in  Table 
14,  Medicaid  covered  approximately  18.3  percent  of  all  children  at  time  of  interview  in 
1995-96.  According  to  the  1996  MEPS,  however,  20.8  percent  of  children  had  Medicaid 
during  1996.^^  An  analysis  of  the  March  1997  Current  Population  Survey  also  found 
21.8  percent  of  all  children  had  Medicaid  in  1996.^8  Similarly,  the  K-SOFHE's  estimate 
of  the  proportion  of  children  who  were  uninsured  in  1995/96  is  somewhat  lower  than 
other  national  estimates  using  the  1996  MEPS  and  CPS. 

This  variation  in  national  estimates  could  potentially  be  explained  by  differences 
in  the  period  of  reference.  For  instance,  the  MEPS  health  insurance  estimates  reflect 
coverage  during  the  first  half  of  1996,  while  the  CPS  asks  about  insurance  coverage  over 
the  entire  past  year.  ^  48,  204     ^ny  case,  consistent  with  the  literature,  children  who  were 
uninsured  in  1995/96  were  more  likely  to  difficulty  obtaining  care  than  privately  and 
publicly  insured  children.  However,  public  insurance  did  not  guarantee  children  equitable 
access  to  care  compared  to  their  privately  insured  counterparts.  Nearly  10  percent  of 
children  with  Medicaid  experienced  difficulty  obtaining  care  compared  to  only  3.1 
percent  of  privately  insured  children. 

Over  93  percent  of  children  in  the  K-SOFHE  had  a  regular  source  of  care  at 
baseline,  but  children  without  one  were  nearly  five  times  for  likely  to  not  receive  care 
when  they  needed  it.  For  instance,  four  percent  of  children  with  a  usual  source  of  care 
experienced  difficulty  or  delay  in  obtaining  timely  health  care  compared  to  19  percent  of 
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children  with  no  usual  source  of  care.  Of  those  children  with  a  usual  source  of  care,  17.1 
percent  were  with  that  usual  source  of  care  for  less  than  one  year. 

Medicaid  covered  a  somewhat  lower  proportion  of  caretakers  than  it  did  children. 
Also,  a  slightly  higher  proportion  of  caretakers  was  uninsured  compared  to  children 
(12.4%  vs.  8.7%,  respectively).  Nearly  13  percent  of  caretakers  did  not  have  a  usual 
source  of  care,  and  those  without  a  usual  source  were  more  likely  to  encounter  difficulty 
in  receiving  care  when  needed.  For  instance,  1 1 .3  percent  of  caretakers  without  a  usual 
source  of  care  had  difficulty  or  did  not  obtain  timely  care  for  their  children  compared  to 
4.2  percent  of  caretakers  with  a  usual  source  of  care. 

The  nature  of  the  caretaker's  usual  source  of  care  also  was  associated  with  ability 
to  obtain  health  care  for  children.  Approximately  three  percent  of  caretakers  whose  usual 
source  of  care  was  a  solo  physician  or  private  clinic  experienced  difficulty  in  getting  care 
for  their  children  in  1995/96.  Six  percent,  however,  of  caretakers  whose  usual  source  of 
care  was  some  other  type  of  health  care  organization  experienced  this  difficulty  for  their 
child's  care.  Over  80  percent  of  caretakers  said  that  they  had  a  specific  provider  of  care  at 
their  usual  source.  Of  those  with  a  particular  provider  (vs.  a  general  facility),  3.7  percent 
reported  difficulty  in  obtaining  care  for  their  children.  Among  those  who  did  not  have  a 
particular  provider,  however,  6.5  percent  experienced  difficulty. 

Similarly,  caretakers'  own  perceived  ability  to  obtain  care  was  correlated  with 
their  experiences  in  getting  care  for  their  children.  Nearly  24  percent  of  caretakers  who 
experienced  difficulty  in  getting  their  own  care  also  experienced  difficulty  in  obtaining 
care  for  their  children.  Only  2.5  percent  of  caretakers  who  did  not  encounter  delay  or 
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non-receipt  of  their  own  care  experienced  delay  or  difficulty  obtaining  care  for  their 
children. 


Table  14 


Study  Population 


Child  Insurance  Type 

Medicaid 

private 

uninsured 

Child  Usual  Source  of  Care  (USC) 

yes 
no 

Duration  of  Child's  USC 

<  1  year 

1  to  5  years 

>  5  years 

Solo  MD  or  Private  Clinic  is  Child's  USC 
yes 
no 

Specific  Provider  at  Child's  USC 
yes 
no 

Caretaker  Insurance  Type 

Medicaid 
private 
uninsured 
Caretaker  USC 
yes 
no 

Duration  of  Caretaker's  USC 

<  1  year 

1  to  5  years 

>  5  years 

Solo  MD  or  Private  Clinic  is  Caretaker's  USC 

yes 
no 

Specific  Provider  at  Caretaker's  USC 

yes 
no 

Difficulty  Obtaining  Care  for  Caretaker 

yes 
no 


nt  of  Total 
pulation 

Percent  of 
Difficulty  in 
Lierong  ^.^are  lur 
Children 

pa 

18.3 

y.  / 

73.0 

3.1 

8.7 

11.4 

.0001 

93.4 

A  1 

6.6 

19.0 

.0001 

1  T  1 

17.1 

50.3 

3.6 

NS*" 

32.6 

5.1 

NS 

40.8 

4.4 

NS 

20.6 

6.3 

.10 

1  T  1 
1  J.  1 

7  7 

0001 

74.6 

3.4 

12.4 

12.1 

.0001 

87.3 

4.2 

12.7 

11.3 

.004 

11.4 

4.3 

48.9 

3.9 

NS 

39.7 

4.8 

NS 

56.9 

2.9 

43.1 

6.0 

.006 

80.5 

3.7 

19.5 

6.5 

.03 

12.2 

23.7 

87.8 

2.5 

.0001 

SOURCE:  Kaiser  Survey  of  Family  Health  Experiences  (K 
'  Statistical  significance  of  the  relationship  between  barrier 
conqjared  to  reference  group. 
"'NS=Not  statistically  significant. 


-SOFHE),  1995-96. 

to  care  for  child  and  each  access  category 
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The  second  phase  of  cross-sectional  analyses  involved  the  categorization  of  child- 
caretaker  dyads  with  respect  to  insurance  status.  As  shown  in  Table  15,  67.8  percent 
(unweighted),  or  903  children,  in  the  K-SOFHE  had  health  insurance  at  baseline  and  had 
caretakers  who  were  also  insured  either  through  an  employer.  Medicaid,  or  some  other 
source.  However,  171  children,  or  12.8  percent,  were  insured  that  year  but  had  uninsured 
caretakers.  Relatively  few  children  in  the  data  set  (3.2  percent)  were  uninsured  and  had 
insured  parents.  Two  hundred  and  fourteen  children,  16  percent  of  all  children  in  the  data 
set  at  baseline,  were  uninsured  and  had  uninsured  caretakers. 

Among  insured  children,  uninsured  caretakers  were  more  likely  to  be  single 
parents,  young,  poor,  ethnic  minority,  and  work  part  time  than  their  insured  peers.  For 
instance,  not  only  were  insured  children  with  uninsured  caretakers  younger  themselves, 
but  their  iminsured  caretakers  were  younger  than  insured  caretakers.  Only  41.7  percent  of 
insured  children  with  uninsured  caretakers  came  from  two-parent  families  compared  to 
nearly  three-quarters  of  insured  children  with  insured  caretakers.  Likewise,  nearly  59 
percent  of  insured  children  with  uninsured  caretakers  came  from  families  below  the 
poverty  line  while  14.5  percent  of  insured  children  with  insured  caretakers  were  poor. 
Three-quarters  of  children  with  health  insurance  who  had  insured  caretakers  were  white, 
non-Hispanic  compared  to  just  over  half  of  insured  children  with  uninsured  caretakers. 

Uninsured  caretakers  tended  to  be  younger  than  insured  caretakers  regardless  of 
their  children's  health  insurance  status.  For  instance,  12.5  percent  of  uninsured  children 
with  uninsured  caretakers  had  caretakers  who  were  under  25  years  of  age  compared  to 
just  5.1  percent  of  uninsured  children  with  insured  caretakers.  More  than  two-thirds  of 
uninsured  children  with  uninsured  caretakers  came  from  two-parent  homes  compared  to 
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just  over  42  percent  of  uninsured  children  with  insured  caretakers.  Over  70  percent  of 
uninsured  children  with  insured  caretakers  had  caretakers  that  were  actively  involved  in 
the  labor  force,  and  nearly  all  of  these  caretakers  worked  full  time. 
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Table  15 


Sociodemographic  Characteristics  of  Child-Caretaker  Dyads  by  Insurance  Status,  1995-96 


Child  Insured 

Child  Uninsured 

CT  Insured 

CT  Uninsured 

CT  Itisiired 

I^T  T  TTltTlQlirf»H 

Weighted  % 

Weiehted  % 

W  ClgXllCU  /O 

N=903 

N=171 

N=43 

IN  — Z.  1 H 

Child  Age 

0  <  5  years 

26.7 

46.4" 

14  4*' 

5  <  12  years 

42.5 

40.5 

50  Q 

12  <  18  years 

30.8 

13  7 

JH.  / 

in  fi 
J  /.o 

Child  Gender 

male 

50.8 

58.9^ 

41  5*" 

female 

49.2 

41.1 

58.5 

47  8 

Child  Health  Status 

excellent 

57.4 

39.3 

35.6 

38.3" 

very  good 

30.2 

30.4 

36.7 

31  0 

good 

9.9 

21.3 

22.9 

22.9 

fair/poor 

2.6 

9.0 

4.8 

1.1 

Family  Structure 

2  parents 

74.1 

41.7" 

42.3 

67.5"''' 

1  parent 

18.1 

38.3 

29.8 

16.3 

other' 

7.7 

20.1 

27.9 

16.2 

Family  Poverty  Status 

<  100% 

14.5 

58.7" 

26.1" 

37  Qa,b 

101  <  200% 

19.2 

30.6 

43.7 

37.8 

201 < 400% 

43.4 

9.6 

30.3 

23.3 

>  400% 

23.0 

1.1 

0.0 

1.9 

Age  of  Caretaker 

17  <  25  years 

5.0 

28.6" 

5.1" 

12.5"-'' 

25  <  35  years 

33.5 

39.3 

49.7 

36.2 

35  <  50  years 

57.3 

29.0 

39.0 

46.3 

>  50  years 

4.2 

3.1 

6.2 

4.9 

Caretaker  Education 

<  8*  grade 

3.2 

9.7" 

0.0" 

13.9"-'^ 

9""  <  12  grade 

42.5 

68.6 

78.7 

62.5 

>  some  college 

54.3 

21.7 

21.3 

23.5 

Caretaker  Race/Ethnicity 

white,  non-Hispanic 

75.3 

53.5' 

47.1 

58.4" 

black,  non-Hispanic 

14.1 

25.6 

36.1 

16.1 

Hispanic 

10.6 

20.9 

16.8 

25.5 

CT  in  Labor  Force 

in  labor  force' 

65.7 

55.3 

71.1 

64.8 

not  in  labor  force 

34.3 

44.7 

28.9 

35.2 

CTFT/PT 

full-time  worker 

73.3 

56.6" 

97.6"''' 

55.9"''= 

part-time  worker 

26.7 

43.4 

2.4 

44.1 

SOURCE:  Kaiser  Survey  of  Family  Health  Experiences,  1995-1996 
NOTE:  Statistical  differences  at  p  <  .05 

"  Statistically  different  from  child  insured/parent  insured. "  Statistically  different  firom  child  insured/parent 
iminsured. '  Statistically  different  from  child  uninsiu'ed/parent  insured. 
CT=  Child's  Caretaker;  FT=Full  time;  PT=Part  time 

1  Families  consisting  of  adults  other  than  parents  with  children,  e.g.  grandparent(s)  with  grandchild(ren). 
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As  shown  in  Table  16,  the  insurance  status  of  caretakers  of  insured  children  is 
consistently  associated  with  a  number  of  indicators  related  to  ability  to  obtain  health  care 
for  the  child.  For  instance,  among  those  with  a  usual  source  of  care,  35.4  percent  of 
insured  children  with  uninsured  caretakers  have  been  with  that  usual  source  of  care  for 
less  than  one  year  compared  to  1 6. 1  percent  of  insured  children  with  insured  caretakers. 
Less  than  70  percent  of  insured  children  with  uninsured  caretakers  identified  a  specific 
provider  at  their  usual  source  of  care  compared  to  81  percent  of  insured  children  with 
insured  caretakers.  Similarly,  nearly  30  percent  of  insured  children  with  uninsured 
parents  were  affiliated  with  usual  sources  of  care  where  obtaining  an  appointment  was 
somewhat  difficult  to  impossible  compared  to  16.8  percent  of  insured  children  with 
insured  caretakers.  The  uninsured  caretaker  was  more  likely  to  report  difficulty  getting 
needed  care  for  her  child  and  be  less  satisfied  with  her  child's  access  to  care  in  general 
compared  to  the  insured  caretaker. 

Similar  differences  in  ability  to  obtain  care  for  children  were  found  for  uninsured 
children  by  their  caretaker's  insurance  status.  While  uninsured  children  generally  had 
worse  overall  access  to  care  than  insured  children  regardless  of  their  caretaker's  insurance 
coverage,  uninsured  children  with  insured  caretakers  tended  to  do  better  than  uninsured 
children  with  uninsured  caretakers.  For  instance,  12.1  percent  of  uninsured  children  with 
uninsured  caretakers  experienced  difficulty  in  obtaining  care  at  baseline  while  7.7  percent 
of  uninsured  children  with  insured  caretakers  reported  difficulty.  However,  12.2  percent 
oi  insured  children  with  uninsured  caretakers  also  had  difficulty  getting  needed  health 
care  that  year,  hi  fact,  a  smaller  proportion  of  uninsured  children  with  insured  caretakers 
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experienced  difficulty  than  insured  children  with  uninsured  caretakers  (12.2%  vs.  7.7%, 
respectively). 


Table  16 

Access  Profile  of  Child-Caretaker  Dyads  by  Insurance  Status,  1995-96  

Child  Insured  Child  Uninsured 


CT  Insured 

CT  Uninsured 

CT  Insured 

CT  Uninsured 

Weighted  % 

Weighted  % 

Weighted  % 

Weighted  % 

N=903 

N=171 

N=43 

N=214 

Child  Usual  Source  of  Care  (USC) 

j(»P"  <'7) 

78.6'''' 

yes 

95.1 

91.9 

no 

4.9 

8.1 

32.9 

21.4 

Duration  of  Child's  USC 

<  1  year 

16.1 

35.4' 

8.4" 

19.8" 

1  to  5  years 

50.1 

55.1 

41.0 

50.7 

>  5  years 

33.9 

9.4 

50.5 

29.6 

Solo  MD/Private  Group  Practice 

is  Child's  USC 

yes 

61.3 

51.6 

34.7 

37.8' 

no 

38.7 

48.4 

65.3 

62.2 

Specific  Provider  at  Child's  USC 

69  4(ap-  09) 

yes 

81.0 

83.5 

62.7' 

no 

19.0 

30.6 

16.5 

37.3 

Difficulty  Obtaining  an 

Appointment  at  Child's  USC 

70  5^" 

70.0 

not  at  all  difficult 

83.2 

76.3 

somewhat  difficult  to  inpossible 

16.8 

29.5 

23.7 

30.0 

Difficulty  Getting  Care  for  Child 

yes 

4.1 

12.2(p=.06) 

7.7 

12.1' 

no 

95.9 

87.8 

92.3 

87.9 

Caretaker's  Satisfaction  with 

Access  to  Care  for  Child 

20.1'-" 

very  satisfied 

66.0 

36.2' 

34.r 

generally  satisfied 

30.3 

44.9 

45.7 

35.5 

somewhat  dissatisfied 

2.4 

9.5 

10.2 

10.4 

very  dissatisfied 

1.3 

9.4 

10.1 

34.0 

SOURCE:  Kaiser  Survey  of  Family  Health  Experiences,  1995-1996 
NOTE:  Statistical  differences  at  p  <  .05;  CT=Caretaker 

'  Statistically  different  from  child  insured/CT  insured. "  Statistically  different  from  child  insured/CT 
uninsured 


Multivariate  Cross-Sectional  Analyses 

The  "GLIMMIX"  macro  for  fitting  generalized  linear  mixed  models  using 
"PROC  MIXED"  and  the  Output  Delivery  System  (ODS)  in  SAS  allowed  for 
multivariate  analyses  using  logistic  regressions  in  the  second  manuscript.205  pROC 
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MIXED  in  SAS  provides  a  variety  of  covariance  structures  to  address  correlation  of 
clusters  used  in  sampling.  For  instance,  K-SOFHE  families  were  selected  using  a 
hierarchical  sampling  procedure  starting  with  primary  sampling  units  (PSUs),  segments 
within  those  PSUs,  and  then  households.  Each  level  of  hierarchy  possibly  could  have 
introduced  an  additional  source  of  variability  and  correlation. 

A  "mixed  linear  model"  allows  data  to  exhibit  correlation  and  nonconstant 
variability.  The  primary  assumptions  underlying  analyses  performed  by  PROC  MIXED 
in  SAS  are  as  follows206: 

1 .  The  data  are  normally  distributed  (Gaussian). 

2.  The  means  (expected  values)  of  the  data  are  linear  in  terms  of  a  certain  set  of 
parameters. 

3.  The  variances  and  covariances  of  the  data  are  in  terms  of  a  different  set  of 
parameters,  and  they  exhibit  a  structure  matching  one  of  those  available  in 
PROC  MIXED. 

Since  normally  distributed  data  can  be  modeled  entirely  in  terms  of  their  means  and 
variances/co-variances,  the  fixed-  and  random-effects  parameters  in  a  mixed  linear  model 
actually  specify  the  complete  probability  distribution  of  the  data.  The  fixed-effects 
parameters  are  associated  with  known  explanatory  variables,  as  in  the  standard  linear 
model.  The  random-effects  parameters  are  additional  unknown  random  variables 
assumed  to  impact  the  variability  of  the  data,  and  the  variances  of  the  random-effects 
parameters  become  the  covariance  parameters.206,  207  psu  and  SEGMENT  variables  in 
the  K-SOFHE  data  set  were  used  to  establish  the  random-effects  parameters.  The 


74 


underlying  assumption  of  multivariate  analyses  in  the  second  manuscript  is  that  intra- 
family  correlation  is  constant  within  sampling  segments. 

Multivariate  logistic  regression  was  used  to  model  the  likelihood  of  experiencing 
difficulty  in  obtaining  care  for  children  and  to  control  for  potential  confounding.  The 
inclusion  of  intervening  variables  in  the  multivariate  model  was  based  on  hypothesized 
relationships  between  the  intervening,  independent,  and  dependent  variables.  However,  in 
order  to  avoid  excessive  colinearity  between  predictor  variables  in  the  model,  a 
correlation  matrix  was  produced  using  Spearman's  rank  order  correlation  coefficient.207 
As  shown  in  Table  17,  child  and  caretaker  age  were  highly  correlated  rs=0.52,  p  < 
.0001  as  were  their  reported  health  status  rs=0.49,  p  <  .0001 .  Family  poverty  status  was 
significantly  correlated  with  a  number  of  family  characteristics.  For  instance,  poverty  was 
significantly  associated  with  family  structure,  number  of  children,  race,  age  of  child  and 
caretaker,  caretaker  educational  attainment,  and  child  and  caretaker  physical  health 
status.  The  health  care  insurance  status  of  children  and  their  caretakers  was  also  highly 
correlated  (rs=.58,  p  <  .0001).  The  variable  involving  difficulty  getting  needed  care  was 
significantly  associated  with  measures  of  health  status  for  children  and  their  caretakers, 
poverty,  and  child  and  caretaker  insurance  status.  Variables  that  were  highly  correlated 
(i.e.  >.35)  were  not  entered  into  a  multiple  regression  analysis  together. 

Table  18  presents  a  multivariate  logistic  regression  model  that  predicts  the 
likelihood  of  encountering  difficulty  getting  needed  care  for  only  insured  children,  hi  this 
model,  six  independent  variables  include  caretaker  insurance  status,  child  gender,  child 
age,  family  structure,  caretaker  race/ethnicity,  and  caretaker  educational  attainment. 
Caretaker  gender  was  not  included  because  of  the  small  number  of  uninsured  men  with 
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insured  children  in  the  sample.  Controlling  for  other  variables  in  the  model,  uninsured 
caretakers  were  more  than  two  and  a  half  times  as  likely  to  report  difficulty  getting 
needed  care  for  their  insured  children  than  were  insured  caretakers  (OR=2.59, 95% 
CI=1. 23,5.43).  Likewise,  controlling  for  caretaker  insurance  coverage  and  other  factors 
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Table  17 
Spearman  r  Correlations 


CT 

Family 
Poverty 
Status 

CT 
Educ. 

Child 
Health 
Status 

CT 
Health 
Status 

CT 
Race/ 
Ethnic. 

Child 
Gender 

Family 
Strucj. 

Difficult 
Care 
Child 

Child 
Insur. 
Status 

CT 
Insur. 
Status 

Child  Age 

0.52'' 

O.W 

0.04 

0.04 

O.O?*" 

-0.02 

0.02 

-0.01 

0.02 

0.12" 

-0.02 

Caretaker  (CT)  Age 

1.00 

0.29'' 

0.07'' 

-0.01 

0.07" 

-0.08* 

0.01 

-0.05 

0.04 

0.02 

-0.10' 

Poverty  Status 

- 

1.00 

035^ 

-0.25'' 

-0.33'' 

-0.34'' 

-0.01 

-0.39" 

0.12" 

-0.03 

-0.16" 

CT  Education 

- 

- 

1.00 

-0.18** 

-0.24'' 

-0.20" 

0.01 

-0.14" 

0.00 

-0.14" 

-0.20 

Child  Health  Status 

- 

~ 

1.00 

0.49'' 

0.14'' 

-0.05 

0.14" 

-0.17" 

0.09" 

0.12" 

CT  Health  Status 

— 

— 

1.00 

0.13" 

0.00 

0.22" 

-0.14" 

0.13" 

0.2l" 

CT  Race 

1.00 

0.03 

0.23" 

0.03 

0.05 

0.07' 

Child  Gender 

1.00 

0.01 

0.03 

0.01 

-0.05 

Family  Structure 

1.00 

-0.02 

-0.07" 

-0.01 

Difficult  Care  Child 

1.00 

-0.07* 

-0.1  Od 

Child  Insurance 

1.00 

-0.67 

CT  Insurance  Status 

1.00 

source:  fw-awrno,  i^i/j-^y 

Cr=Caretaker;  Educ.=Education;  Ethnic.=Ethnicity;  Stmct.=Structure;  Insur.=Insumace 
a=  p  <  .05;  b='p  <  .01;  c=  p  <  .001;  d=  p  <  .0001 


the  model,  children  from  single-parent  homes  were  over  two  times  as  likely  to  have 
experienced  delayed  or  unmet  care  in  the  past  year  than  children  from  two-parent  homes 
(OR=2.88,  95%  CI-1. 78,5.00). 


Table  18 

Adjusted*  Odds  Ratio  of  Experiencing  Difficulty  in  Obtaining  Care  for  Insured  Children  by 
Caretaker  Insurance  Status  and  Control  Variables,  1995-96  


Population  Characteristics 

n 

Adjusted 

95%  CI 

Odds  Ratio 

Caretaker  Insurance  Status 

insured 

903 

1 

- 

xminsured 

171 

2.59 

1.23,5.43 

Child  Gender 

male 

549 

1 

female 

525 

1.13 

0.83,2.05 

Child  Age 

0  <  5  years 

362 

1 

5  <  12  years 

434 

0.90 

0.51,1.60 

12  <  18  years 

278 

1.46 

1.26,2.70 

Family  Structure 

1 

2  parents 

548 

1  parent 

367 

2.88 

1.78,5.00 

other 

159 

0.97 

0.38,2.47 

Caretaker  Race/Ethnicity 

1 

white,  non-Hispanic 

672 

black,  non-Hispanic 

243 

0.81 

0.37,1.75 

Hispanic 

159 

0.70 

0.30,1.62 

Caretaker  Education 

<  8*  grade 

59 

1.08 

0.28,4.23 

9*  <  12  grade 

594 

1.02 

0.60,1.75 

>  some  college 

401 

1 

SOURCE:  K-SOFHE  1995-96 


*  Adjusted  for  all  other  variables  in  the  regression  model. 

Table  19  introduces  poverty  status  into  the  multivariate  logistic  model.  When 
poverty  status  is  considered,  caretaker  insurance  coverage  becomes  only  marginally 
statistically  significant  at  95  percent  confidence  (0R=  2.06,  95%  CI  0.99,4.30,  p=.05). 
Children  from  single  parent  families  continue  to  have  higher  risk  of  having  difficulty 
getting  needed  care  (OR=2.15,  95%  CI=1. 22,3.78),  and  poverty  status  is  highly 
predictive  of  encountering  this  as  well.  For  instance,  children  with  family  incomes  above 
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200  percent  poverty  were  only  a  quarter  as  likely  (OR=.25,  95%  CI=0. 12,0.52)  to 
encounter  difficulty  in  getting  care  than  children  at  or  below  the  poverty  line. 


Table  19 

Adjusted*  Odds  Ratio  of  Experiencing  Difficulty  in  Obtaining  Care  for  Insured  Children  by 
 Caretaker  Insurance  Status  and  Control  Variables,  1995-96  


Population  Characteristics 

n 

Adjusted 
Odds  Ratio 

95%  CI 

Caretaker  Insurance  Status 

insured 

903 

1 

- 

uninsured 

171 

2.06 

0.99,4.30 

Child  Gender 

male 

549 

1 

female 

525 

1/11 
1.41 

o.yz,z.  1  / 

Child  Age 

0  <  5  years 

362 

1 

5  <  12  years 

434 

1.05 

0.61,1.83 

12  <  18  years 

278 

1.97 

1.09,3.56 

Family  Structure 

2  parents 

548 

1 

1  parent 

367 

2.15 

1.22,3.78 

other 

159 

0.73 

0.29,1.85 

Caretaker  Race/Ethnicity 

white,  non-Hispanic 

672 

1 

black,  non-Hispanic 

243 

0.58 

0.26,1.28 

Hispanic 

159 

0.57 

0.26,1.26 

Family  Poverty  Status 

1 

<  100%  Poverty 

451 

101  <  200%  Poverty 

238 

0.38 

0.19,0.77 

>  400%  Poverty 

368 

0.26 

0.12,0.52 

SOURCE:  K-SOFHE  1995-96 


*  Adjusted  for  all  other  variables  in  the  regression  model. 

Table  20  shows  that  family  poverty  status  was  highly  associated  with  insurance 
status  of  the  caretaker.  For  instance,  for  insured  children,  19  percent  of  caretakers  at  or 
below  the  poverty  line  were  uninsured  compared  to  only  0.3  percent  of  caretakers  above 
400  percent  poverty.  Similarly,  8.6  percent  of  insured  children  at  or  below  the  poverty 
line  encountered  difficulty  in  obtaining  care  compared  to  only  0.8  percent  of  insured 
children  above  400  percent  poverty.  These  relationships  also  persisted  when  all  children 
were  considered  regardless  of  insurance  status. 
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Table  20 

Caretaker  Insurance  Status  and  Difficulty  in  Obtaining  Health  Care  for  Children  by  Family 
 Poverty  Status  for  Insured  and  All  Children,  1995-96 


Family  Poverty 
Status 

<  100% 
101  <  200% 
201 < 400% 
>  400% 


Child  Insured  n=1074 


CT  Uninsured 
Weighted  % 


Difficulty  with 
Getting  Care 
Weighted  % 


All  Children  n=1331 
CT  Uninsured       Difficulty  with 
Weighted  %         Getting  Care 
 Weighted  % 


19.0 
8.4 
1.3 
0.3 


8.6 
4.3 
4.9 
0.8 


30.2 
19.7 
5.3 
0.9 


9.8 
5.4 
5.0 
0.8 


SOURCE:  K-SOFHE  1995-96 


When  child  health  status  is  introduced  to  the  multivariate  logistic  model, 
however,  both  poverty  status  and  parental  health  insurance  coverage  become  statistically 
insignificant.  Table  21  presents  the  relationship  betv^een  family  poverty  level  and  child 
health  status  for  all  children.  Just  over  41  percent  of  all  children  at  or  below  the  federal 
poverty  line  were  in  excellent  health  compared  to  more  than  two-thirds  (67.4%)  of 
children  with  families  above  400%  poverty.  Nearly  eight  percent  of  poor  children  were  in 
poor  or  fair  health  in  1995-96  compared  to  one  percent  of  children  living  above  400% 
poverty. 


Table  21 

Weighted  Percent  of  Family  Poverty  Status  by  Child  Health  Status  for  All  Children, 

 1995-96.  

"  Child  Health  Status  n=133 1 


Family  Poverty  Status 

Excellent 

Very  Good 

Good 

Fair/Poor 

<  100% 

41.2 

31.7 

19.4 

7.7 

101  <  200% 

42.5 

39.6 

16.2 

1.7 

201  <  400% 

61.1 

27.1 

8.5 

3.2 

>  400% 

67.4 

26.3 

5.3 

1.0 

SOURCE:  K-SOFHE  1995-96 
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Table  22  illustrates  the  relationship  of  child  health  status  and  caretaker  insurance 
coverage  as  well  as  with  difficulty  in  obtaining  care  for  children.  Approximately  3.7 
percent  of  children  in  excellent  health  had  caretakers  who  were  uninsured,  but  more  than 
16  percent  of  insured  children  in  poor  or  fair  health  had  uninsured  caretakers.  Similarly, 
less  than  two  percent  of  insured  children  in  excellent  health  encountered  difficulty 
obtaining  care  compared  to  over  36  percent  of  insured  children  in  fair  or  poor  health. 
These  general  trends  also  persisted  when  all  children  were  considered  irrespective  of  their 
insurance  status. 


Table  22 

Caretaker  Insurance  Status  and  Difficulty  in  Obtaining  Health  Care  for  Children  by  Child 

 Health  Status  for  Insured  and  All  Children,  1995-96  

Child  Insured  n=1074  All  Children  n=1331 

Child  Health  Status       CT  Uninsured       Difficulty  with       CT  Uninsured       Difficulty  with 
Weighted  %         Getting  Care         Weighted  %         Getting  Care 
Weighted  %  Weighted  % 

excellent  3.7  1.5  8.4  1.9 

very  good  5.3  5.1  12.1  5.3 

good  10.8  8.4  23.1  10.0 

fair/poor  16,3  367  29,9  34.0 

SOURCE:  K-SOFHE,  1995-96 


In  sum,  low-income  children  were  more  likely  to  be  in  poor  or  fair  health  than 
wealthier  children.  Poor  children,  however,  were  also  more  likely  to  have  uninsured 
caretakers  and  experience  difficulty  in  obtaining  timely  care  for  their  health  needs  than 
their  wealthier  peers.  While  all  three  factors  seem  to  have  contributed  to  the  likelihood  of 
encountering  difficulty  in  obtaining  care,  perceived  need  measured  by  the  child's 
subjective  health  status  was  the  strongest  predictor  of  delay  or  non-receipt  of  health  care 
for  children. 
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Longitudinal  Analysis 

The  first  step  to  assess  change  in  health  insurance  coverage  and  access  to  care 
over  time  was  to  pool  analytic  files  fi-om  each  of  the  three  rounds  of  data.  Data  files  were 
linked  using  the  personal  identifier  of  individual  eligible  children  who  were  eligible  in 
each  round  (i.e.  <  18  years  old).  Change  in  health  insurance  status  was  first  examined 
between  rounds  and  included  all  children  and  their  caretakers  who  were  present  in  each 
of  the  two  rounds  under  study.  Figure  6  shows  transition  in  caretaker  health  insurance 
coverage  for  children  who  were  included  in  Rounds  1  and  2,  2  and  3,  and  1  and  3. 

At  Round  1,  for  instance,  312  children  or  12%  of  all  children  had  caretakers 
insured  by  Medicaid.  By  round  two,  one-third  of  these  children  had  caretakers  who  were 
no  longer  covered  by  Medicaid.  This  was  composed  of  the  nearly  10  percent  of  children 
whose  caretakers  were  covered  by  Medicaid  in  Round  1  moving  to  private  insurance  and 
over  22  percent  who  became  uninsured.  Looking  at  Medicaid  coverage  at  two  points  in 
time  two  years  apart  (Round  1  and  Round  3),  we  see  that  only  a  slightly  lower  proportion 
of  children  had  caretakers  who  remained  in  Medicaid  than  after  only  one  year. 

Private  insurance  coverage  was  considerably  more  stable  for  children's  caretakers 
between  rounds.  For  example,  more  than  94  percent  of  children's  caretakers  covered  by 
private  insurance  remained  privately  insured  one  year  after  baseline.  Over  90  percent  of 
children  who  remained  in  the  sample  by  Round  3  had  caretakers  privately  insured  in  both 

Round  1  and  Round  2. 

Over  10  percent  of  children  in  the  United  States  had  uninsured  caretakers  in 
1995/96.  By  Round  2,  approximately  35  percent  of  these  children  had  caretakers  who 
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joined  Medicaid  (7.45%)  or  became  privately  insured  (28.2%).  Slightly  over  half  of  all 
children  who  participated  in  Rounds  1  and  Round  3  had  caretakers  who  were  uninsured  at 
both  points  in  time. 
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^CHANGE  IN  CARETAKER  HEALTH  INSURANCE" 

TYPE  FOR  ALL  CHILDREN 


1995/96    -  1996/97 
R1  &  R2 

N=972 


R1 

n 

Weighted 
%of  N 


R2 

n 

%of  Rl 


m  210  (67.3%) 
p  30  (9.62%) 
0  3  (0.96%) 
u  69  (22.1%) 


m  5  (1.30%) 
P  363  (94.29%) 
0  4(1.04%) 
u  13  (3.38%) 


m  0  (0.0%) 
P 11  (55.0%) 
0  9  (45.0%) 
u  0  (0.0%) 


m  19  (7.45%) 
p  72  (28.24%) 
0  0  (0.0%) 
u  164  (64.32%) 


1996/97    -  1997/98 
R2&R3 

N=907 


R2 

n 

Weighted 
%of  N 


R3 

n 

%of  R2 


m  171  (76.0%) 
P  12  (5.33%) 
0  6  (2.67%) 
u36  (16.0%) 


m  8  (1.75%) 
P  427  (93.44%) 
0  0  (0.0%) 
u  22  (4.81%) 


m  5  (33.33%) 
P  5  (33.33%) 
0  5  (33.33%) 
u  0  (0.0%) 


m32  (15.24%) 
P  29  (13.80%) 
0  2  (0.95%) 
u  147  (70.0%) 


m  =  Medicaid     o  =  Other 
p  =  Private        u  =  Uninsured 


1995/96    -  1997/98 
Rl  &  R3 

N=956 


Rl 

n 

Weighted 
%of  N 


R3 

n 

%of  Rl 


m  191  (62.82%) 
P  45  (14.80%) 
0  5(1.64%) 
u  63  (20.72%) 


-mil  (2.95%) 
p340  (91.15%) 
0  1  (0.27%) 
U  21  (5.63%) 


m  4  (22.22%) 
p11  (61.11%) 
0  2(11.11%) 
u  1  (5.55%) 


m  24  (9.20%) 
P  98  (37.55%) 
0  4(1.53%) 
u  135  (51.72%) 
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Change  in  children's  health  insurance  coverage  was  then  assessed  in  relation  to 
change  in  their  caretaker's  coverage  for  children  present  in  Rounds  1, 2  and  3.  Looking  at 
just  those  children  with  Medicaid  or  private  coverage  at  Round  1  who  participated  in  all 
three  rounds,  we  see  in  Table  23  that  64  (12%)  became  uninsured  at  some  point  during 
the  two-year  period.  More  than  17  percent  of  children  had  a  caretaker  who  went  from 
"insured"  by  Medicaid  or  private  insurance  in  Round  1  to  "uninsured"  in  either  Round  2 
or  Round  3.  More  than  87  percent  of  children  who  lost  health  insurance  during  this  time 
period  also  had  a  caretaker  who  lost  health  insurance,  and  less  than  two  percent  of 
children  whose  caretakers  remained  insured  lost  health  insurance  themselves. 


Table  23 

Change  in  Children's  Insurance  Status  by  Change  in  Caretakers'  Insurance  Status  for 
  Children  Represented  in  Rl,  R2,  and  R3, 1995-1998 


Row  Percent 
Column  Percent 


Caretaker  Health  Insurance 


Change 
n=93 


Constant 
n=435 


SOURCE:  K-SOFHE,  1995-1998 


Child  Health  Insurance 


Change 
n=64 


60.2 
87.5 


1.8 
12.5 


Constant 
n=464 


39.8 
8.0 


98.2 
92.0 


The  impact  of  caretaker  loss  of  insurance  coverage  on  ability  to  obtain  health  care 
for  children  was  examined  using  the  model  presented  in  Figure  7.  Since  loss  in  caretaker 
insurance  was  highly  correlated  with  loss  of  child  health  insurance,  it  was  necessary  to 
control  for  change  in  child  insurance  coverage  during  the  three-year  study  period. 
Therefore,  only  caretakers  with  children  who  were  consistently  insured  were  considered 
for  this  longitudinal  analysis.  The  analysis  considered  the  insurance  status  of  the 
caretaker  at  pairs  of  consecutive  Rounds.  A  pair  of  observations  was  included  in  the 
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analysis  whenever  (1)  the  child's  caretaker  was  either  privately  or  publicly  insured  at  the 
earlier  interview,  "Tl,"  and  (2)  data  were  collected  in  the  next  Round  or  "T2."  Since  the 
K-SOFHE  includes  three  interview  periods  or  Rounds,  those  insured  children  with 
insured  caretakers  at  the  first  of  each  pair  of  data  points  contributed  two  observations  to 
the  analysis  (Round  1  to  Round  2,  and  Round  2  to  Round  3). 


A  ( LONGITUDINAL  ANALYSIS  OF  LOSS  IN  ^ 

^        V  CARETAKER  HEALTH  INSURANCE  J 


T1 

r 
-O3 


X 


loss  of  caretaker's 
health  insurance 


T2 


"1 


In  this  case,  children  were  categorized  into  two  groups:  caretakers  lost  insurance 
or  caretakers  did  not  lose  insurance.  Each  group  was  compared  at  Tl  in  terms  of  delay  in 
getting  needed  care  (a).  These  changes  were  assessed  between  Tl  and  T2  for  each  group 
(b  and  c).  Finally,  the  proportions  that  had  difficulty  obtaining  health  care  for  each  group 
were  compared  at  T2  (d). 
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Chapter  5 
(Manuscript  1) 

Health  Insurance  Coverage  in  American  Families^ 


^  This  paper  was  co-authored  by  Judith  D.  Kasper,  Catherine  Hoffman,  and  Yunhwan  Lee. 
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ABSTRACT:  This  Data  Watch  examines  family-level  patterns  of  health  insurance 
coverage  in  the  United  States.  One  quarter  of  American  families  with  nonelderly 
members  do  not  conform  to  the  paradigm  of  private  coverage  for  all  members.  Nearly 
17%  have  at  least  one  uninsured  family  member,  and  30%  to  40%  of  poor  and  near-poor 
families  have  some  members  with  no  coverage.  Families  with  some  or  all  uninsured 
members  generally  hold  more  negative  views  of  the  health  care  sector,  which  might 
influence  their  willingness  to  participate  in  publicly  sponsored  health  insurance 
programs.  Insured  persons  in  families  with  uninsured  members  also  have  worse  overall 
access  to  care  than  insured  persons  in  families  where  everyone  is  covered. 
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The  extent  of  health  insurance  coverage  in  the  U.S.  population  and  the  relative 
contributions  of  public  programs  and  private  insurance  remain  central  issues  in  American 
health  policy.  Much  of  our  knowledge  of  patterns  of  health  insurance  coverage  at  the 
national  level  is  drawn  from  household  surveys,  yet  results  typically  have  been  framed  in 
terms  of  individuals  rather  than  families.  We  know  very  little  about  variation  in  insurance 
coverage  at  the  family  level,  although  the  importance  of  family  context  is  recognized  in 
the  study  of  social-behavioral  aspects  of  health  and  illness,'  and  as  a  major  determinant  in 
access  to  and  use  of  health  care.^ 

Liformation  about  health  insurance  coverage  at  the  family  level  is  important  for 
several  reasons.  Experience  with  health  care  may  differ  for  families  with  mixed  types  of 
coverage  among  members,  or  with  members  who  are  uninsured,  compared  to  those  with 
the  same  coverage  for  all  members.  More  complex  insurance  configurations  within  the 
family  unit  may  influence  attitudes  toward  the  health  care  system  as  well  as  patterns  of 
care  seeking.  In  families  with  uninsured  members,  the  effects  may  extend  beyond  these 
individuals  to  their  families  in  ways  that  are  not  addressed  by  focusing  on  individuals 
alone.  Families  with  an  uninsured  member  may  experience  more  financial  burden  related 
to  health  care  or  may  have  less  contact  with  the  health  care  sector  which  ultimately 
influences  attitudes  and  care-seeking  decisions  of  all  family  members. 

The  piupose  of  this  DataWatch  article  is  to  (1)  describe  variation  in  patterns  of 
family-level  health  insurance  coverage  by  family  income,  structure,  and  ties  to  the 
workforce;  (2)  present  views  of  the  U.S.  health  care  system  by  family-level  insurance 
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coverage;  and  (3)  examine  the  role  of  family-level  insurance  coverage  on  perceived 
ability  to  obtain  health  care  for  insured  and  uninsured  individuals. 

Data  and  Methods 

This  analysis  uses  data  from  1995-96,  the  first  round  of  the  Kaiser  Survey  of 
Family  Health  Experiences  (K-SOFHE),  a  nationally  representative  survey  of  1,401 
American  families  (3,981  individuals)  with  at  least  one  person  under  age  65.  K-SOFHE 
baseUne  data  were  collected  from  October  1995  through  January  1996  by  the  National 
Opinion  Research  Center  (NORC)  of  the  University  of  Chicago.  Two  key  decisions  in  the 
survey  design  were  to  1)  focus  on  families  with  at  least  one  person  under  age  65,  thereby 
excluding  families  with  only  persons  65  years  and  older,  and  2)  oversample  families  with 
at  least  one  uninsured  person  or  one  member  with  Medicaid. 

Families  consisting  only  of  persons  65  or  older  were  excluded  because  elderly 
people,  who  are  universally  covered  by  Medicare  and  still  served  predominantly  by  fee- 
for-service  providers,  face  a  different  set  of  issues  regarding  coverage  and  access  to 
medical  care  than  the  nonelderly.  In  addition,  other  surveys  provide  extensive  data  on  the 
health  care  use,  expenditures  and  insurance  coverage  of  elderly  people.^  Oversampling  of 
two  types  of  families,  those  with  at  least  one  uninsured  person  and  those  with  at  least  one 
person  covered  by  Medicaid,  was  done  to  ensure  approximately  equal  representation  of 
the  types  of  families  of  greatest  interest  analytically.  The  overall  response  rate  was  82% 
(92%  of  resident  families  in  valid,  nonvacant  housing  units  with  English-speaking 
residents  were  screened;  89%  of  eligible  families  completed  the  in-person  interview). 


90 


Definition  of  Family  and  Family  Insurance  Coverage.  "Family"  is  defined  in 
the  K-SOFHE  by  social  relationship  and  living  arrangement.  Two  or  more  individuals 
related  by  blood,  marriage,  a  'marriage-like  relationship,'  or  adoption  and  sharing  a 
common  housing  unit  are  considered  a  family,  hisurance  coverage  represents  coverage  at 
the  time  of  interview  and  was  obtained  for  each  individual  family  member  using  a  series 
of  questions  that  addressed  employment-related  private  insurance,  individual  (non- 
employment)  private  coverage.  Medicaid,  Medicare,  and  Civilian  Health  and  Medical 
Program  for  Uniformed  Services  (CHAMPUSA'^A)  coverage.  Persons  for  whom  no 
coverage  was  reported  for  any  of  these  were  considered  uninsured.  Family  patterns  of 
coverage  were  developed  based  on  the  insurance  status  of  all  individual  family  members, 
hi  order  to  simplify  patterns  of  coverage,  persons  under  65  with  dual  Medicare  and 
Medicaid  coverage  were  classified  as  Medicaid.  Similarly,  individuals  with 
CHAMPUSA^A  in  addition  to  private  or  Medicaid  coverage  were  classified  based  on  the 
latter  type  of  coverage.  Although  families  consisting  only  of  persons  65  or  older  were 
excluded  from  the  sampling  frame,  families  with  both  elderly  and  nonelderly  people  were 
eligible  for  the  survey.  For  this  analysis,  however,  individuals  age  65  years  or  older  were 
excluded  when  the  unit  of  analysis  was  individuals. 

Results 

Patterns  of  Family  Health  Insurance  Coverage.  Nearly  three-quarters  of  the 
61.1  million  American  families  had  private  health  insurance  coverage  for  every  family 
member  under  the  age  of  65  (Exhibit  1)."*  In  over  5%  of  families  all  members  were 
covered  by  Medicaid,  and  in  4.6%  of  families  all  members  were  covered  by  a 
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combination  of  private  insurance,  Medicaid,  or  other  public  programs.  Approximately 
16.6%  of  all  families  included  at  least  one  person  who  was  uninsured,  while  6.2%  of 
American  families  (3.8  million)  had  no  insured  members. 

As  shown  in  Exhibit  2,  private  health  insurance  was  most  common  in  two-parent 
families  with  children  and  among  adult-only  'married'  couples  (80%  and  82%, 
respectively).  Only  about  half  of  single-parent  famihes  and  40%  of  "other"  families  with 
children  (i.e.  multigenerational  or  non-parent  adult  caretakers)  had  private  health 
coverage  for  everyone  in  the  family.  More  than  a  quarter  of  one-parent  famihes  and  9% 
of  "other"  families  with  children  had  Medicaid  for  all  members  compared  to  2%  of  two- 
parent  families.  One-parent  and  "other"  families  with  children  also  were  more  likely  than 
two-parent  families  to  have  a  mix  of  uninsured  and  Medicaid  covered  family  members. 

While  5%  of  American  families  had  Medicaid  coverage  for  every  member,  37% 
of  poor  families  did.  Medicaid  does  not  target  low-income  families  as  a  whole,  rather  the 
program's  eligibility  requirements  lead  to  coverage  of  specific  low-income  individuals 
and  family  types.  Consequently,  another  5%  of  all  families,  and  22%  of  poor  famihes, 
had  both  uninsured  members  and  those  covered  by  Medicaid.  The  likelihood  of  having 
private  insurance  for  all  members  of  the  family  directly  increased  with  family  income. 
For  instance,  only  16%  of  poor  families  had  all  members  privately  insured  compared  to 
62%  of  "near  poor"  famihes  (100%-199%  of  poverty);  80%  of  famihes  with  incomes 
ranging  from  200  to  399%  poverty;  and  94%  of  families  with  incomes  at  or  above  400%. 
In  14%  of  poor  and  "near-poor"  families  all  members  were  uninsured,  compared  to  only 
1  percent  of  families  with  incomes  greater  than  400%  of  poverty. 
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While  the  link  between  employment  and  health  insurance  has  never  been 
guaranteed,  families  with  two  full-time  workers  were  much  more  likely  to  have  all 
members  privately  insured  than  families  with  only  one  full-time  worker  or  no  full-time 
workers.  For  instance,  84%  of  families  with  two  or  more  full-time  workers  had  all 
members  privately  insured  compared  to  76%  of  families  with  one  full-time  worker  and 
27%  of  famiUes  with  no  full-time  workers.  Although  36%  of  families  with  no  full-time 
worker  had  all  members  covered  by  Medicaid,  over  33%  of  families  with  no  full-time 
worker  had  some  or  all  members  uninsured. 

Views  about  Health  Care.  Family  views  about  the  health  care  sector  varied 
considerably  by  patterns  of  insurance  coverage  at  the  family  level.  As  shown  in  Exhibit  3, 
in  families  with  some  or  all  uninsured  members  the  views  expressed  were  generally  more 
negative  than  in  families  with  all  members  insured.  For  instance,  45%  of  famihes  with 
some  or  all  uninsured  members  said  that  obtaining  medical  care  was  'more  complicated' 
compared  to  one  year  ago  while  22%  of  families  with  insured  members  thought  that  it 
was  more  complicated.  Twenty  percent  of  families  with  some  or  all  members  uninsured 
were  generally  'less  satisfied'  with  the  health  care  compared  to  a  year  ago  while  only  6% 
of  families  with  all  members  insured  were  less  satisfied.  Views  about  the  health  care 
sector  also  varied  by  the  type  coverage  in  families.  For  instance,  34%  of  families  with  all 
members  covered  by  Medicaid  said  that  obtaining  care  was  'more  complicated' 
compared  to  one  year  ago  while  21%  of  families  with  all  members  privately  insured 
expressed  this  opinion.  Similar  patterns  existed  for  general  satisfaction  with  medical  care, 
worry  about  obtaining  medical  care  in  the  fiiture,  and  delays  in  obtaining  needed  medical 
care  for  family  members. 
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The  presence  of  uninsured  family  members  also  appeared  to  influence  family 
views  of  health  care.  For  instance,  35%  of  families  with  both  uninsured  and  privately 
insured  members  said  that  they  worried  a  lot  about  obtaining  medical  care  in  the  future 
compared  to  19%  of  families  with  all  members  covered  by  private  insurance.  Similarly, 
51%  of  uninsured/Medicaid  covered  families  said  that  they  worry  about  getting  medical 
care  in  the  future  compared  to  42%  of  families  with  everyone  covered  by  Medicaid. 

Access  to  Health  Care.  Heterogeneity  in  family  health  insurance  coverage  was 
strongly  associated  with  perceived  ability  to  obtain  care  and  various  measures  of  usual 
source  of  care  for  insured  individuals  (Exhibit  4).  While  the  proportions  of  insured 
persons  who  had  a  usual  source  of  care  (USC)  did  not  differ  significantly  between  those 
in  insured  famihes  vs.  families  with  a  mix  of  insured  and  uninsured  members  (91%  vs. 
84%,  respectively),  specific  aspects  of  that  usual  source  of  care  did  vary  considerably. 
For  instance,  23%  of  insured  individuals  in  families  with  uninsured  family  members  had 
maintained  a  relationship  with  their  USC  for  less  than  one  year  compared  to  13%)  of 
insured  persons  in  families  with  all  members  insured  (p<.01).  The  nature  of  care  received 
by  insured  individuals  also  varied  by  family  patterns  of  health  insurance  coverage,  which 
could  affect  the  quality  of  care  provided  to  individuals  and  their  ability  to  obtain  needed 
services.  For  example,  smaller  proportions  of  insured  persons  in  families  with  uninsured 
members  identified  a  private  physician  as  their  USC,  had  an  on-going  relationship  with  a 
particular  provider  at  their  USC,  and  said  that  they  had  little  or  no  difficulty  getting  to 
their  USC  than  insured  persons  in  families  where  everyone  was  insured,  hi  addition,  10% 
of  insured  individuals  in  families  with  uninsured  members  were  'somewhat  or  very 
dissatisfied'  with  their  ability  to  obtain  medical  care  compared  to  4%  of  insured 
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individuals  in  families  where  everyone  had  coverage.  While  only  marginally  statistically 
significant  (p<.10),  higher  proportions  of  insured  individuals  in  families  with  uninsured 
members  experienced  delay  or  impeded  use  of  medical  care  and  adverse  health  effects 
resulting  from  this  compared  to  insured  individuals  in  families  where  everyone  was 
insured. 

The  experiences  of  uninsured  individuals  was  worse  overall  than  for  insured 
persons,  regardless  of  family  patterns  of  insurance  coverage.  Differences  between  insured 
and  uninsured  individuals  were  consistent  with  previous  research.^  While  intrafamily 
variation  in  insurance  coverage  did  not  appear  to  affect  uninsured  individuals  to  the  same 
degree  as  the  insured,  a  much  smaller  proportion  of  uninsured  persons  in  families  with 
some  insured  members  identified  a  USC  than  uninsured  persons  who  were  in  families 
with  all  members  uninsured  (56%  vs.  73%,  respectively). 

Discussion  and  Policy  Implications 

Health  insurance  coverage  at  the  family  level  presents  a  more  complex  picture 
than  does  individual  insurance  status,  but  reveals  patterns  of  coverage  that  go 
unrecognized  in  analyses  of  individuals.  The  K-SOFHE  shows  that  over  one-quarter  of 
American  families  do  not  have  private,  employment-based  coverage  for  all  members  of 
the  family.  Over  16%  or  nearly  10  million  families  have  at  least  one  uninsured  member. 
Complexity  in  health  insurance  coverage  within  families  and  exposure  to  the  experiences 
of  uninsured  family  members  may  influence  both  family  and  individual  patterns  of  care 
seeking  as  well  as  attitudes  toward  the  health  care  system  in  general.  This  analysis  found 
that,  compared  to  families  with  all  members  insured,  those  with  some  or  all  members 
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uninsured  were  more  than  twice  as  likely  to  view  getting  medical  care  as  'more 
complicated'  compared  to  one  year  ago,  to  be  'less  satisfied'  with  medical  care  in 
general,  worry  'a  lot'  about  getting  medical  care  in  the  future,  and  experience  delays  in 
getting  needed  medical  care  for  family  members.  Compared  to  families  with  all  insured 
members,  higher  proportions  of  families  with  some  or  all  uninsured  members  also 
reported  that  not  having  enough  time  with  medical  providers  and  lack  of  information  to 
help  manage  or  prevent  medical  problems  from  happening  or  getting  worse  was  a 
problem.  Overall,  families  with  some  or  all  members  uninsured  had  a  much  more 
negative  view  of  the  health  care  sector  than  insured  families,  regardless  of  whether 
coverage  was  public  or  private. 

Negative  views  of  the  health  care  sector  are  particularly  relevant  to  current 
outreach  strategies  that  rely  on  adult  family  members  to  enroll  uninsured  children  into 
publicly  sponsored  health  insurance  programs.^  Children  are  dependent  on  parents  and 
other  adult  family  members  to  seek,  consent  to,  and  participate  in  health  programs.  Adult 
caretakers  of  uninsured  children  are  often  uninsured  themselves  and  may  have  little 
contact  with  the  health  care  system.^  They  may  also  harbor  negative  views  regarding 
access  to  and  quality  of  health  care  based  on  their  own  or  other  family  members' 
experiences  with  the  health  care  system.  These  views  may  make  it  more  difficult  to  reach 
such  adult  family  members  and  convince  them  of  the  effectiveness  of  public  insurance 
initiatives. 

Furthermore,  policies  that  extend  health  insurance  to  some  family  members  while 
leaving  others  uninsured  may  have  the  inadvertent  consequence  of  diminishing  the 
potential  effect  on  access  to  health  care  of  providing  coverage  to  targeted  individuals. 
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This  study  found  that  insured  persons  with  uninsured  family  members  had  an  overall 
worse  access  profile  than  insured  persons  in  families  where  all  members  were  insured. 
This  has  direct  implications  for  incremental  approaches  to  health  care  reform  that  extend 
health  insurance  to  persons  based  on  eligibility  criteria  such  as  age,  disability,  and/or 
income.  For  instance,  as  part  of  the  Omnibus  Reconciliation  Acts  (OBRA)  of  1989  and 
1990,  Congress  expanded  Medicaid  eligibility  for  children  in  poverty  up  through  the  age 
of  18  by  the  year  2002.^  Building  on  the  OBRA  provisions,  the  lOS"*  Congress  enacted 
the  State  Children's  Health  hisurance  Program  or  "S-CHIP"  as  part  of  the  1997  Balanced 
Budget  Act  providing.  Codified  as  Title  XXI  of  the  Social  Security  Act,  this  legislation 
provides  $24  billion  over  the  next  five  years  to  insure  children  ineligible  for  Medicaid 
and  without  access  to  private  insurance.^  While  Medicaid  expansions  and  newly  created 
S-CHIP  could  potentially  provide  health  insurance  to  the  majority  of  uninsured  children, 
they  do  little  to  assure  coverage  of  adult  family  members  who  are  also  without 
insurance.   The  S-CHIP  legislation,  however,  includes  language  that  permits  states  to 
extend  health  insurance  coverage  to  uninsured  family  members  of  newly  eligible  children 
if  the  state  can  demonstrate  the  "cost-effectiveness"  of  its  approach.''  While  the 
operational  definition  of  "cost-effectiveness"  is  yet  to  be  clarified,  not  only  might 
extending  benefits  to  uninsured  adult  caretakers  of  uninsured  children  encourage  greater 
program  participation,  it  could  promote  access  to  care  for  eligible  children  as  well. 
Timely  use  of  preventive  services  and  on-going  ambulatory  care  would  in  turn  reduce  the 
incidence  of  many  diseases,  the  deterioration  of  current  health  problems,  and  fiiture 
expensive  curative  and  remedial  care. 
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Figure  8 

Health  Insurance  Coverage  in  American  Families  -  1 QQS 


All  Privately 
Insured  — 

73.5% 


Other 
26.5% 


61.1  Million  Families* 


'  5.3% 


All  Uninsured 


Uninsured  & 
Medicaid 


Uninsured  & 
Private 


All  Medicaid 


Mix  of 
Coverage 


SOURCE:  Kaiser  Survey  ofFamily  Health  Experiences  (K-SOFHE),  1995-96. 
NOTES:  2  or  more  person  families  with  at  least  one  member  who  is  <65  years  old. 


Table  24: 

Family  Type,  Income,  and  Work  Status  by  Patterns  of  Family  Health  Coverage 


Patterns  of  Family  Health  Coverage 


All  Members  Insured 

Some  or  All  Members  Uninsured 

All 
Private 

All 
Medicaid 

Mix  of 
Coverage' 

All 
Uninsured 

Uninsured 
&  Private 

Uninsured  & 
Medicaid 

All  Families  (millions) 

61. IM 

44.9M 

3.2M 

2.8M 

3.8M 

3.5M 

2.9M 

Number 

Percent  Distribution 

Families  with  Children 

2  Parent 
1  Parent 
Other^ 

25.2M 
8.4M 
2.7M 

80% 
52%' 
36%' 

2% 
26%' 
9%* 

3% 
3% 
20%' 

7% 
4% 
7% 

4% 
5% 
10% 

4% 
9%* 
19%' 

Adult  Only  Families 

Couple 
Other' 

15.3M 
9.5M 

82% 
72%'' 

1% 
2% 

6% 
3% 

6% 
7% 

4% 
13%'' 

1% 
3%" 

Family  Income* 
(%  of  Poverty  Level) 

<100% 
100<200% 
200099% 
^400% 

6.9M 
12.1M 
22.0M 
18.9M 

16%' 
62%' 
80%' 
94% 

37%' 
4%' 
1% 
0% 

4% 
4% 
7% 
3% 

14%' 
14%' 
4%' 
1% 

6%' 
8%' 
7%' 
3% 

22%' 
8%' 
!%• 
0% 

Employment  Status  of 
Working-aged  Adults 
in  Families 

0  FT  Workers 

1  FT  Worker 
^2  FT  Worker 

7.3M 
26.5M 
26.9M 

27%" 
76%" 
84% 

36%" 
2%" 

0% 

5% 
6% 
4% 

14%" 
6%" 

4% 

3%" 
5%"  • 
7% 

16%" 
5%" 
1% 

SOURCE:  Kaiser  Survey  of  Family  Health  Experiences  (K-SOFHE),  1995-96 
NOTES:  M  =  million.  FT  =  full  time.  Significant  Differences  (p<.05) 

*  Compared  to  2-parent  families. ''  Coinpared  to  married  couples. '  Compared  to  families  with  incomes  of  5:400%  poverty. 
"  Compared  to  families  with  ^  FT  workers 

'  In  approximately  half  of  these  families  there  is  both  Private  and  Medicaid,  in  the  remainder  there  is  private  coverage  with  Medicare 
(under  age  65)  and/or  CHAMPUS. 

^  Families  consisting  of  adults  other  than  parents  with  children,  e.g.  non-elderly  grandparent(s)  with  grandchild(ren). 
'  For  example,  adult  siblings  living  together  or  non-elderly  parent  and  adult  child 

*  Currently  excludes  2%  of  the  total  sample  of  families  with  unknown  incomes 
'  Age  1 6  or  older  and  working  35+  hours  per  week. 


Table  25 


Views  About  Health  Care  by  Patterns  of  Family  Health  Coverage 


Patterns  of  Family  Health  Insurance  Coverage 


All  Members  Insured 


All 
Members 
Insured 


All 
Private 


All 
Medicaid 


Mix  of 
Coverage^ 


Some  or  All  Members  Uninsured 


Some/ All 
Members 
Uninsured 


All  Uninsured  Uninsured  & 
Uninsured     &  Private  Medicaid 


% 


Getting  Medical  Care 
Compared  to  1  Year  Ago** 


More  Complicated 
Less  Complicated 
About  the  Same 


22 
8 

70 


21 
8 
71 


34 
9 

56 


24 
5 
71 


45 
2 

52 


47 
4 

49 


% 


41 
3 

56 


% 


47 
0 

53 


General  Satisfaction  with 
Care  Compared  to  1  Year 
Ago 


More  Satisfied 
Less  Satisfied 
About  the  Same 


16 

7 

77 


16 
6 

79 


15 
18 
67 


18 
14 
68 


6 

20 
74 


4 

25 
71 


6 
13 

71 


8 

21 

71 


Worry  about  Getting  Medical  A  Lot 
Care  in  the  Future**  Some 

A  Little 
Not  at  All 


21 
27 
20 
33 


19 
26 
20 
34 


42 
24 
16 
18 


29 
32 
12 
27 


48 
25 
14 
13 


57 
22 
12 
10 


35 
33 
15 
17 


51 
21 
16 
12 


Problems  Communicating  Yes 

with  Providers   No 

Not  Enough  Time  with  Yes 

Providers  Is  A  Problem*  No 


13 
87 


13 

87 


15 

85 


12 
88 


16 
84 


20 
80 


15 
85 


15 
85 


16 
84 


21 
79 


20 
80 


26 
74 


10 
90 


14 

86 


18 
82 


21 
79 


Delays  in  Getting  Needed  Yes 
Med.  Care  for  Family**  No 


10 
90 


9 
91 


21 
79 


22 
78 


22 
78 


27 
73 


12 
88 


29 
71 


Lack  of  Information  to  Help  Yes 
Prevent  Problems**  No 


12 

88 


11 

89 


14 

86 


23 

77 


17 

83 


20 

80 


14 

86 


16 
84 


SOURCE:  Kaiser  Survey  of  Family  Health  Experiences  (K-SOFHE),  1 995-96 

NOTES:  Statistical  conparison  of  All  Family  Members  Insured  with  Some  or  All  Family  Members  Uninsured.  Statistical  Significance  Level:  *♦  P^  .01  *  P:^  .05 

'  The  views  represented  are  those  of  the  household  respondent  who  was  selected  as  most  knowledgeable  about  the  family's  health  care. 

^  In  approximately  half  of  these  families  there  is  both  Private  and  Medicaid,  in  the  remainder  there  is  private  coverage  with  Medicare  (under  age  65)  and/or 

CHAMPUS 


Table  26 

Access  Profile  for  Insured  and  Uninsured  Individuals  by  Family-Level  Coverage 


Insured  Persons 

Uninsured  Persons 

Family  Insurance  Coverage 
Mix  of 

All  Insured  InsuredAJnins. 
(%)  (%) 

Family  Insurance  Coverage 
Mix  ot 

All  Uninsured  Insured/Unins. 
{%)  (%) 

Usual  Source  of       Yes                                  91  84 
Care(USC)            No                                    9  16 

73  56*** 
27  44 

Duration  of  use      <  1  Year                             13  23''" 
1^5  Years                         48  51 
>  5  Years                            40  26 

18  19 
46  49 
36  32 

Type  of  use          Private  MD                         65  54** 
HMO                                1 1  8 
Clinic  or  Health  Center            21  29 
Emergency  Department            0  3 
Hosp.  Outpatient  Dept.              2  5 
Other                                 1  1 

45  44 
1  2 

46  40 
4  9 

1  A 

1  2 

Regular  Provider      One  Provider                       82  73** 
at  use                 Different  Providers                 18  27 

68  71 
32  29 

Difficulty  getting     Not  Difficult                        81  72* 
appointment  on        Somewhat  Difficult                16  21 
short  notice  at         VeryDifiicult                       2  6 
use                    Not  Possible                         1  ' 

72  73 

t  'V  to 

17  18 
9  8 
2  1 

Difficulty  getting      Very/Fairly  Difficult                4  7** 
to  use                 A  Little  Difficult                   10  14 
Not  at  All  Difficult                 86  78 

9  10 
11  17 
80  72 

niffiriilfv  with         Yes                                     6  9* 

l./lillCUlij'   Willi  I 

Medical  Care          No                                   94  91 

22  22 
78  78 

Adverse  health        Adverse  Effect                      5  8" 
due  to  barrier          No  Adverse  Effect                 95  92 

16  20 
84  80 

Satisfaction  with      Very  Satisfied                      66  51*** 
ability  to  obtain       Generally  Satisfied                30  39 
care                     Somewhat/Very                     4  10 
Dissatisfied 

19  23 
33  37 
48  40 

SOURCE:  Kaiser  Survey  of  Family  Health  Experiences  (K-SOFHE),  1995-96 
NOTE:  Statistical  conparisons  within  insured  and  uninsured  individuals  conducted  separately. 
Statistical  Significance  Level:  ***  P^  .01  **  P^  .05  *  P^.IO 


Unins.=Uninsured 
Hosp.=Hospital 


Chapter  6 
(Manuscript  2) 

Ability  to  Obtain  Health  Care  for  Children  - 
Does  Mother's  Insurance  Coverage  Matter? 
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Abstract 


Objectives:  This  study  examined  the  association  of  maternal  health  insurance  coverage 
with  ability  to  obtain  health  care  for  children  independent  of  child  insurance  coverage. 

Methods:  Cross-sectional  analyses  used  baseline  data  from  the  Kaiser  Survey  of  Family 
Health  Experiences  (K-SOFHE).  Ability  to  obtain  health  care  was  compared  for  insured 
children  before  and  after  mothers  lost  health  insurance  as  well  as  for  a  comparison  group 
of  insured  children  whose  mothers  kept  insurance  for  all  three  years  of  the  study  period. 

Results:  Controlling  for  poverty  status,  family  structure,  race/ethnicity,  child  gender  and 
maternal  age,  insured  children  with  uninsured  mothers  were  3.38  times  as  likely,  and 
insured  children  with  mothers  in  Medicaid  were  2.68  times  as  likely  as  insured  children 
with  privately  insiu-ed  mothers  to  have  difficulty  obtaining  care  in  1995-96.  The 
proportion  of  consistently  insured  children  who  experienced  difficulty  obtaining  care 
increased  by  6.5%  after  their  mothers  lost  health  insurance  of  any  type  (p<.05),  while  this 
proportion  actually  decreased  over  time  by  1 .2%  for  comparison  group  children  (p<.05). 

Conclusions:  Findings  suggest  that  state  initiatives  to  improve  access  to  care  for  children 
might  be  more  effective  if  their  uninsured  parents  are  included  as  well. 
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A  large  and  growing  body  of  evidence  has  shown  that  heaUh  insurance  coverage 
is  a  strong  predictor  of  timely  use  of  health  care  services  for  both  children-^^"^^'  and 
adults  J  9»  21,  39,  41-44,  91  Given  the  important  role  of  health  insurance  in  promoting 
timely  use  of  health  care  for  individuals,  current  trends  in  coverage  are  worrisome  from  a 
public  health  perspective.208  According  to  the  Employee  Benefit  Research  Institute,  the 
percentage  of  non-elderly  Americans  with  employment -based  coverage  generally  has 

fallen  over  the  past  decade  for  both  workers  and  their  dependents.'^^'  Dependent's 
coverage,  however,  has  declined  at  a  much  faster  rate,  and  children  have  been  particularly 
vulnerable  since  they  are  typically  covered  under  their  parents'  insurance  plan.209 

The  public  policy  response  to  these  trends  in  private  insurance  coverage  has  been 
to  extend  publicly  sponsored  health  insurance  to  targeted  groups  of  children  since  they 
cost  less  to  insure  on  average  and  are  considered  more  "deserving"  of  public  support  than 
adults.'^^,  50  por  instance,  as  part  of  the  Omnibus  Reconciliation  Acts  (OBRA)  of  1989 
and  1990,  Congress  successfully  passed  legislation  that  expanded  Medicaid  eligibihty  for 

children  in  poverty  up  through  the  age  of  18  by  the  year  2002 J'  2  Building  on  the  OBRA 
provisions  with  bipartisan  support,  the  105*  Congress  enacted  the  State  Children's 
Health  Insurance  Program  or  "S-CHIP"  as  part  of  the  1997  Balanced  Budget  Act. 
Codified  as  Title  XXI  of  the  Social  Security  Act,  S-CHIP  legislation  provides  over  $4 
billion  per  year  in  new  federal  ftinds  (more  than  $40  billion  over  the  next  decade)  to 

insure  children  ineligible  for  Medicaid  and  without  access  to  private  insurance.-^"^ 

Public  policy  and  the  changing  health  insurance  marketplace,  however,  have  left 
many  families  only  partially  covered  -  some  members  insured  while  others  uninsured. 
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Although  Medicaid  expansions  and  S-CHIP  could  potentially  provide  health  insurance  to 
nearly  two-thirds  of  the  1 1 .3  million  currently  uninsured  children  over  the  coming 
years,210  they  have  done  little  to  help  cover  non-pregnant,  uninsured  adult  family 
members.  A  recent  analysis  of  the  1997  Current  Population  Survey  (CPS)  found  that 
approximately  80  percent  or  6.8  million  parents  of  uninsured  children  were  also 
uninsured  in  1996  suggesting  that  lack  of  health  insurance  is  a  shared  family  problem.^ 

Historically,  women  (particularly  mothers)  have  been  the  principal  brokers  of 
health  services  for  their  children.29  They  not  only  define  their  children's  illnesses  and 
health  needs,  but  they  also  decide  if,  how,  when,  and  where  to  seek  care  for  those 
needs.22  Prior  research  has  consistently  demonstrated  that  maternal  use  of  health  care 
services  is  a  strong  predictor  of  children's  use,22-25,  32  but  no  studies  have  directly 
addressed  the  role  of  maternal  health  insurance  in  predicting  ability  to  obtain  needed 
health  services  for  children  independent  of  the  child's  own  health  coverage. 

Uninsured  mothers  potentially  have  little  contact  with  the  health  care  system  due 
to  financial  barriers.  They  may  also  harbor  negative  views  regarding  access  to  and  quality 
of  health  care  based  on  their  own  experiences,  which  may  affect  their  ability  or 
willingness  to  obtain  health  care  for  children.21 1  Since  children  are  dependent  on 
mothers  to  enroll  them  into  public  insurance  programs,  such  as  new  S-CHIP  initiatives, 
and  arrange  their  health  care,  extending  health  insurance  to  uninsured  adult  family 
members  might  not  only  encourage  greater  program  participation  for  the  entire  family, 
but  also  promote  access  to  care  for  targeted  children.  Further,  timely  use  of  preventive 
and  on-going  ambulatory  care  would  in  turn  prevent  deterioration  of  health  problems  and 
expensive  cvuative  care  in  the  future  for  both  children  and  adults.^9,  83,  85,  91-94 
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The  main  purpose  of  this  study  is  to  determine  if  maternal  health  insurance 
coverage  predicts  perceived  ability  to  obtain  care  for  children  independent  of  the  child's 
own  insurance  coverage.  The  findings  of  this  research  are  directly  relevant  to  states  that 
are  considering  the  expansion  of  publicly  funded  insurance  to  adult  family  members  of  S- 
CHIP  and  Medicaid  eligible  children.  Perhaps  greater  focus  on  'family'  coverage  would 
be  more  effective  in  achieving  the  explicit  goal  of  insuring  eligible  children  and 
improving  their  ability  to  obtain  timely  health  care. 

Data  and  Methods 
Data  Source 

This  study  used  data  from  the  first  three  waves  of  the  longitudinal  Kaiser  Survey 
of  Family  Health  Experiences  (K-SOFHE)  conducted  from  October  1995  through 
January  1998.  Two  key  decisions  in  the  survey  design  were  to  1)  focus  on  households 
with  at  least  one  person  under  the  age  of  65,  and  2)  oversample  families  with  uninsured 
family  members  or  members  with  Medicaid  coverage.212  xhe  K-SOFHE  was  funded  by 
the  Henry  J.  Kaiser  Family  Foundation  and  was  principally  designed  by  Judith  Kasper  at 
the  Johns  Hopkins  University  School  of  Hygiene  and  Public  Health. 

The  sampling  unit  was  the  family,  where  a  family  was  defined  as  related 
individuals  living  together,  unrelated  individuals  living  together  in  a  marriage-like 
relafionship,  or  a  single  person  household.  Families  were  selected  by  sampling  housing 
units  from  the  National  Opinion  Research  Center's  (NORC)  national  area  probability 
frame  using  a  stratified,  multistage  procedure  to  ensure  an  accurate  representation  of  the 
greater  U.S.  population.212  goth  the  screening  interview  and  baseline  interview  were 
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conducted  in  person  by  an  interviewer  to  encourage  continued  participation  in  subsequent 
rounds.  A  knowledgeable  adult  served  as  respondent  for  all  family  members,  as  is  done  in 
most  national  household  surveys.  The  interviewer  recorded  detailed  contact  information 
for  second  and  third  waves  of  interviewing,  which  typically  were  conducted  by 
telephone.  Overall,  82  percent  of  resident  families  in  valid,  non- vacant  housing  units  with 
English  speaking  residents  were  successfully  interviewed  at  baseline  resulting  in  a  cohort 
of  1,401  families  (3,949  individuals). 

Study  Sample 

For  the  purposes  of  this  study,  a  "child"  was  defined  as  anyone  less  than  18  years 
of  age  who  was  not  married,  living  with  a  partner,  or  living  alone.  Rounds  1,  2,  and  3 
together  consisted  of  1,522  children.  As  shown  in  Table  1,  1331  children  participated  in 
Round  1, 1,070  in  Round  2  (73%  of  baseline),  and  1,1 19  in  Round  3  (72%  of  baseline). 
Ninety-eight  children  new  to  Round  2  either  were  bora  after  interviewing  in  Round  1  or 
moved  into  families  that  were  already  part  of  the  K-SOFHE  sample  since  there  was  no 
supplementing  the  sample  with  new  families  after  the  baseline  interview.  "Out  of  scope" 
children  included  those  who  were  17  years  old  in  Round  1  and  were  excluded  in  Round  2 
because  they  had  turned  18  years  old.  "hi  scope  loss"  included  children  who  were  under 
the  age  of  17  years  old  in  Round  1  and  were  eligible  for  inclusion  in  the  study  during 
Round  2  but  were  not  present.  Of  those  eligible  for  Round  2,  309  children  did  not 
participate. 
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Identification  of  the  Child's  Primary  Adult  Caretaker 

The  "caretaker"  role  for  a  child  is  primarily  based  on  familial  and  social 
relationships  between  adults  and  their  children.  This  study  regarded  the  child's  primary 
caretaker  as  the  person  who  would  be  most  likely  to  make  decisions  regarding  the  child's 
need  for  health  care.  Presumably,  the  primary  caretaker  would  decide  when  the  child 
needed  to  be  seen  by  a  health  care  provider  and  would  be  responsible  for  arranging  the 
child's  health  care.  Caretaker  selection  was  based  on  four  principal  assiunptions: 

1 .  Females  are  more  likely  to  be  the  primary  caretakers  of  children  than  males; 

2.  Mothers  are  more  likely  to  be  primary  caretakers  of  children  than  other  adult 
females  in  the  family  unless  the  child's  mother  is  a  minor  (less  than  18  years  old) 
and  lives  with  her  own  mother.  In  this  case,  the  young  child's  grandmother  was 
considered  to  be  the  primary  caretaker; 

3.  Grandmothers  are  more  likely  to  be  primary  caretakers  of  children  in  the  absence 
of  the  child's  mother  than  other  adult  females  in  the  home  such  as  the  child's 
aunts,  cousins,  or  adult  siblings;  and 

4.  Fathers  are  more  likely  to  be  the  primary  caretaker  of  children  than  other  adult 
male  relatives  of  the  child  if  living  together. 

Based  on  these  assumptions,  707  child  caretakers  were  identified  at  baseline.  While 
mothers  or  stepmothers  constituted  the  great  majority  of  child  caretakers  (89.3%),  43 
fathers  (6%)  and  33  grandmothers,  aunts,  and  adult  sisters  (5%)  were  also  identified  as 
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primary  caretakers  of  children.  Caretaker  relationships  with  children  were  reassessed 
each  round.  For  convenience,  the  identified  primary  caretaker  is  designated  as  'mother.' 

Measurement 

"Access"  was  defined  in  this  study  in  terms  of  perceived  ability  to  obtain  timely 
health  care  services  for  children  and  was  represented  by  a  number  of  indicators  found  in 
the  literature  to  be  correlated  with  timely  use  of  services.  For  instance,  the  family's 
reference  person  was  asked  if  in  the  preceding  year  each  child  "needed  but  did  not  get 
care,  or  had  difficulty  getting  care"  of  any  of  the  following  types:  general  physician, 
emergency  medical,  a  specialty  doctor,  home  health  care,  rehabilitation  services,  mental 
health  services,  or  medications.  This  measure  has  been  used  extensively  in  prior  research 
including  large-scale  national  surveys  in  order  to  capture  the  perceived  ability  of 
individuals  to  obtain  timely  health  services.l^,  38,  147,  148,  200-202  Respondents  were 
also  asked  to  rate  their  overall  satisfaction  with  the  family's  ability  to  obtain  health  care 
for  each  child  and  was  measured  on  a  Likert  scale  with  response  options  including  very 
satisfied,  generally  satisfied,  somewhat  dissatisfied,  and  very  dissatisfied. 

The  presence,  duration,  and  type  of  a  usual  source  of  care  has  been  found  in  the 
literature  to  be  highly  correlated  with  timely  use  of  health  services.^l'  68,  69,  72,  213  por 
instance,  Lambrew  et  al  found  that  persons  with  a  usual  source  of  care  were  more  likely 
to  have  a  physician  visit  and  less  likely  to  use  the  emergency  room  for  ambulatory  care 
than  persons  without  a  usual  source  of  care.^S  Persons  who  also  identified  a  regular 
doctor  were  more  likely  to  have  at  least  one  physician  visit  than  those  who  reported  a 
regular  site  of  care  but  no  regular  doctor.^^  Certain  types  of  health  care  organizations 
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were  more  likely  to  organize  their  care  around  physicians.  For  instance,  people  who 
reported  physician  offices  or  private  clinics  as  their  usual  source  of  care  were  more  likely 
to  have  a  regular  physician  than  those  who  reported  hospital  outpatient  departments, 
public  clinics,  or  other  places.^^'     In  the  present  study,  usual  source  of  care  was 
assessed  in  five  ways:  (1)  whether  or  not  the  individual  had  a  provider  or  facility  where 
they  sought  most  of  their  health  care,  (2)  duration  of  the  relationship  with  the  usual 
provider  or  facility,  (3)  type  of  usual  source  that  the  individual  used,  (4)  whether  or  not 
the  usual  source  of  care  was  a  specific  provider  rather  than  a  specific  place,  and  (5)  ease 
of  obtaining  an  appointment  on  short  notice.  The  terminology  of  these  items  is  similar  or 
identical  to  other  large,  nationally  representative  surveys  of  the  American  population.^^' 
73, 147 

Insurance  coverage  represented  coverage  at  the  time  of  interview  and  was 
obtained  for  each  individual  family  member  using  a  series  of  questions  that  addressed 
employment-related  private  insurance,  individual  (non-employment)  private  coverage. 
Medicaid,  Medicare,  and  Civilian  Health  and  Medical  Program  for  Uniformed  Services 
(CHAMPUS  A'^A)  coverage.  Persons  for  whom  no  coverage  was  reported  for  any  of  these 
were  considered  uninsured. 

Since  many  financial  and  non- financial  factors  affect  a  mother's  ability  to  obtain 
care  for  her  children,  a  number  of  control  variables  were  included  in  this  study.  Family- 
level  control  variables  included  family  structure,  poverty  status,  and  number  of  children. 
Parent-level  variables  included  age,  gender,  health  status,  education,  race/ethnicity,  and 
employment  status.  Child-level  variables  included  insurance  status,  age,  gender,  health 
status  and  race/ethnicity. 
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Analysis 

Bivariate  analyses  first  involved  the  categorization  of  child-mother  dyads  with 
respect  to  insurance  status.  Chi  square  tests  were  used  to  compare  children  by  maternal 
insurance  status  on  sociodemographic  and  access  indicators  for  Rounds  1,  2,  and  3. 
Cross-sectional  analyses  of  basehne  data  are  presented  here,  but  findings  were  consistent 
for  each  round  of  data.  The  K-SOFHE  employed  a  multistage  probability  sampling 
design  very  similar  to  the  National  Health  hiterview  Survey,  which  involved 
stratification,  clustering,  and  over-sampling  techniques.  1^8  Unless  noted,  standardized 
weights  were  used  in  all  analyses  to  account  for  over  sampling.  In  bivariate  analyses,  the 
design  effect  resulting  fi-om  the  clusters  in  sample  selection  was  estimated  and  variance 
inflated  by  the  first-order  Taylor  series  approximation  using  the  Research  Triangle 
Institiite's  Professional  Software  for  Survey  Data  Analysis  (SUDAAN).203  in  the 
analyses  of  variance  it  was  assumed  that  intra-family  correlation  was  constant  at  the 
secondary  sampling  level  within  the  primary  sampling  unit.  Adjusting  the  variance  and 
standard  errors  affected  the  overall  findings  only  on  marginally  significant  associations. 
Estimates  of  the  effect  remained  constant  after  correcting  for  sampling  error. 

Multivariate  logistic  regressions  were  used  to  model  the  likelihood  of 
experiencing  difficulty  in  obtaining  care  for  children  and  control  for  potential 
confoimding.  Separate  analyses  for  insured  and  uninsured  children  controlled  for  the 
effect  of  child  insurance  coverage.  Correlation  matrices  were  used  to  identify  highly 
associated  variables  to  avoid  colinearity  of  variables  within  multivariate  models.  If  two 
variables  were  highly  correlated,  their  inclusion  in  the  multivariate  models  was  based  on 
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hypothesized  relationships  between  the  independent  variable,  maternal  health  insurance 
coverage,  and  the  dependent  variable,  difficulty  in  obtaining  care  for  children.  For 
instance,  child  and  mother  race/ethnicity  were  highly  correlated.  Only  mother 
race/ethnicity  was  included  in  the  multivariate  model,  however.  It  was  hypothesized  that 
the  effect  of  race  or  ethnicity  on  ability  to  obtain  care  for  children  is  more  a  function  of 
the  mother's  experience  with  the  health  care  system  than  the  child's. 

The  "GLIMMIX"  macro  for  fitting  generalized  linear  mixed  models  using 
"PROC  MIXED"  and  the  Output  Delivery  System  (ODS)  allowed  for  multivariate 
analyses  using  logistic  regressions  in  SAS.205  pROC  MIXED  provided  a  variety  of 
CO  variance  structures  to  address  the  correlation  of  clusters  used  in  the  K-SOFHE's 
complex  sampling  design.206,  207  since  normally  distributed  data  can  be  modeled 
entirely  in  terms  of  their  means  and  variances/co-variances,  the  fixed-  and  random-effects 
parameters  in  the  mixed  linear  model  specified  the  complete  probability  distribution  in 
the  data.206 

This  study  assessed  the  impact  of  maternal  insurance  loss  on  the  difficulty  in 
obtaining  care  for  children  by  considering  maternal  insurance  status  at  pairs  of 
consecutive  rounds.  A  pair  of  observations  was  included  in  the  analysis  whenever  (1)  the 
child  was  insured  at  the  earlier  interview  and  the  subsequent  interview,  (2)  the  child's 
mother  was  either  privately  or  publicly  insured  at  the  earlier  interview,  and  (3)  data  were 
collected  on  the  mother's  insurance  status  at  the  later  interview.  Since  the  K-SOFHE 
included  three  interview  periods,  insured  children  with  insured  mothers  at  the  first  of 
each  pair  of  data  points  contributed  two  observations  to  the  analysis  (Roimd  1  to  Round  2 
and  Round  2  to  Round  3).  Children  were  categorized  into  two  groups:  (1)  mother  lost 


114 


insurance  and  (2)  mother  did  not  lose  msurance.  The  proportion  of  each  group  that 
experienced  difficulty  in  obtaining  care  was  compared  at  the  earlier  and  later  rounds 
using  Chi  square  tests  of  two  independent  samples.  Change  in  ability  to  obtain  care  was 
assessed  for  each  group  between  two  time  periods  using  the  McNemar  test  for  pre  and 
postest  data.214 

Results 

As  shown  in  Table  2,  health  insurance  coverage  of  children  and  their  mothers  was 
highly  correlated.  For  instance,  nearly  all  children  (98.9%)  in  1995-96  with  private  health 
insurance  had  mothers  who  were  also  privately  insured.  Among  children  with  Medicaid, 
approximately  71  percent  had  mothers  who  were  also  covered  by  Medicaid,  six  percent 
had  mothers  with  private  insurance,  and  23  percent  had  mothers  with  no  coverage  at  all. 
Among  uninsured  children,  over  83  percent  had  mothers  who  were  uninsured,  11.6  had 
privately  insured  mothers,  and  4.7  percent  had  mothers  insured  through  Medicaid. 

Due  to  welfare  reform  legislation  passed  in  1996  and  the  bifurcation  of  Medicaid 
and  cash  assistance  program  eligibility,  states  now  have  the  option  to  extend  Medicaid 
coverage  to  uninsured  parents  of  Medicaid  eligible  children.9  The  K-SOFHE  did  not 
determine  Medicaid  eligibiUty  for  children  since  criteria  vary  by  state.  Nevertheless,  the 
survey  did  allow  for  comparing  children  aheady  in  Medicaid  by  maternal  insurance 
status.  As  shown  in  Table  3,  uninsured  mothers  tended  to  be  younger  than  mothers  with 
Medicaid.  For  instance,  approximately  one-third  of  Medicaid  sponsored  children  had 
uninsured  mothers  under  the  age  of  25  compared  to  about  one-fifth  of  Medicaid- 
sponsored  children  with  mothers  insured  by  Medicaid.  Nearly  48  percent  of  children  with 
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uninsured  mothers  were  in  two-parent  families  compared  to  less  one  quarter  (24.4%)  of 
children  with  mothers  covered  by  Medicaid. 

While  only  marginally  significant  (p<.08),  children  with  mothers  in  Medicaid 
tended  to  be  poorer  than  children  with  uninsured  mothers.  For  instance,  79.2  percent  of 
children  with  mothers  in  Medicaid  were  below  the  federal  poverty  line  compared  to 
approximately  two-thirds  (66.5%)  of  children  with  uninsured  mothers.  Medicaid 
sponsored  mothers  were  about  half  as  likely  to  be  in  the  labor  force  than  uninsured 
mothers  (23.9%  vs.  47.1%,  respectively),  and  when  mothers  in  Medicaid  did  work,  they 
were  about  half  as  likely  to  work  full  time  (31.0%  vs.  58.1%i,  respectively). 

Table  4  compares  insured  children  by  their  mother's  insurance  coverage  on  access 
indicators.  Just  over  three  percent  of  insured  children  with  privately  insured  mothers  were 
imable  or  had  difficulty  obtaining  health  care  when  needed,  compared  to  7.6  percent  of 
insured  children  with  Medicaid  sponsored  mothers  and  12.2  percent  of  insured  children 
with  uninsured  mothers.  Just  over  one  percent  (1.1%>)  of  children  with  privately  insured 
mothers  were  "very  dissatisfied"  with  access  to  care,  compared  to  2.1  percent  of  children 
with  Medicaid  insured  mothers,  and  9.4  percent  of  children  with  uninsured  mothers. 

Although  there  was  no  statistically  significant  difference  in  the  proportion  of 
insured  children  who  had  a  usual  source  of  care  by  their  mother's  insurance  status,  the 
nature  of  that  usual  source  of  care  did  vary  considerably.  For  instance,  only  14  percent  of 
children  with  privately  insured  mothers  had  had  their  usual  source  of  care  for  less  than 
one  year  compared  to  more  than  27  percent  of  children  with  Medicaid  insured  mothers 
and  35  percent  of  children  with  uninsured  mothers. 
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Specific  aspects  of  the  usual  source  of  care  did  not  always  differ  significantly  or 
was  not  necessarily  better  for  children  with  mothers  covered  by  Medicaid  compared  to 
children  whose  mothers  had  no  insurance  coverage  at  all.  For  instance,  two-thirds 
(66.0%)  of  children  with  privately  insured  mothers  had  a  private  physician  or  private 
clinic  as  their  usual  source  of  care.  However,  only  about  one-third  (34.9%)  of  children 
with  Medicaid  insured  mothers  and  one-half  (5 1 .6%)  of  children  with  uninsured  mothers 
had  a  private  physician  or  clinic  as  their  usual  source  of  care.  While  82.6  percent  of 
children  with  privately  insured  mothers  had  a  specific  physician  at  their  usual  source  of 
care,  71.7  percent  of  children  with  Medicaid  sponsored  mothers  and  69.4  percent  of 
children  with  uninsured  mothers  had  a  specific  physician  as  their  usual  provider  of  care. 
Similarly,  it  was  'somewhat  difficult'  to  'impossible'  to  obtain  an  appointment  at  the 
child's  usual  source  of  care  for  13.5  percent  of  children  with  privately  insured  mothers, 
32.1  percent  of  children  with  Medicaid  insured  mothers,  and  29.5%  of  children  with 
uninsured  mothers. 

Table  5  presents  the  adjusted  odds  ratios  of  experiencing  difficulty  in  obtaining 
care  for  insured  children  using  Round  1  data.  Controlling  for  family  poverty  status,  child 
gender,  age  of  mother,  family  structure,  and  maternal  race/ethnicity,  insured  children 
with  mothers  in  Medicaid  were  2.68  times  as  likely  to  have  difficulty  obtaining  care  than 
insured  children  with  privately  insured  mothers.  Insured  children  with  uninsured  mothers 
were  3.38  times  as  likely  to  experience  difficulty  in  obtaining  care  than  insured  children 
with  privately  insured  mothers.  Controlling  for  other  factors  in  the  model  such  as 
matemal  insurance  coverage  and  family  poverty  status,  insured  children  in  single  parent 
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families  were  over  twice  as  likely  (OR=2.10,  95%  CI=1.21,3-62)  to  encounter  difficulty 
in  obtaining  needed  health  care  than  insured  children  in  two-parent  families. 

Table  6  presents  the  pre-post  test  results  for  consistently  insured  children  whose 
mothers  had  lost  health  insurance  coverage  during  the  three-year  K-SOFHE  study  period. 
Proportions  presented  are  unweighted  since  tests  of  paired  data  such  as  the  McNemar 
Test  are  not  available  in  SUDAAN  and  relative  population  weights  were  adjusted  each 
year.  Prior  to  the  mother  losing  health  insurance,  8.2  percent  of  insured  children  whose 
mothers  lost  insurance  experienced  difficulty  in  obtaining  needed  health  care  compared 
to  3.9  percent  of  those  whose  mothers  kept  insurance,  but  these  differences  were  only 
marginally  significant  (p<.07).  After  the  mother  lost  health  insurance,  the  proportion  of 
their  children  who  had  difficulty  in  obtaining  needed  health  care  rose  to  14.7  percent,  an 
increase  of  6.5  percent  (p<.03).  The  proportion  of  children  with  mother  losing  insurance, 
however,  who  experienced  difficulty  in  obtaining  care  actually  declined  fi-om  3.9  percent 
to  2.7  percent  at  the  subsequent  interview,  a  statistically  significant  change  of -1.2 
percent  (p<.04).  At  this  later  time,  the  difference  in  difficulty  obtaining  care  between 
children  whose  mothers  lost  insurance  and  those  who  did  not  had  grown  to  12.0  percent 
and  was  statistically  significant  (p<.001). 

Discussion 

Child  and  family  advocates  have  argued  without  much  empirical  evidence  that 
extending  health  insurance  coverage  to  adult  members  of  S-CHIP  and  Medicaid  eligible 
children  would  not  only  improve  access  to  care  for  adults  but  for  their  children  as  well.^ 
The  present  study  provides  evidence  that  insured  children  with  publicly  or  privately 
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insured  mothers  are  less  likely  to  experience  difficulty  in  obtaining  health  care  than 
insured  children  with  uninsured  mothers. 

The  most  striking  differences  were  found  between  insured  children  with  privately 
insured  mothers  and  insured  children  with  uninsured  mothers.  For  instance,  less  than  four 
percent  of  insured  children  with  privately  insured  mothers  experienced  difficulty  in 
obtaining  care  during  1995-96  compared  to  more  than  12  percent  of  insured  children  with 
uninsured  mothers  during  that  same  time  period.  Children  with  uninsured  mothers  were 
also  more  likely  to  encounter  difficulty  in  obtaining  care  after  controlling  for  family 
poverty  status,  family  structure,  child  gender,  maternal  age,  and  maternal  race/ethnicity. 
While  the  proportion  of  insured  children  with  a  usual  source  of  care  did  not  vary 
considerably  by  maternal  insurance  coverage,  the  nature  of  that  usual  source  did.  For 
instance,  the  proportion  of  insured  children  with  an  uninsured  mother  who  had  a  long 
standing  relationship  with  their  usual  source  of  care  was  much  lower  than  the  proportion 
of  insured  children  with  insured  mothers,  even  for  children  with  mothers  covered  by 
Medicaid. 

Assessing  change  in  maternal  insurance  coverage  among  consistently  insured 
children  revealed  similar  findings  regarding  ability  to  obtain  care  for  children  over  time. 
For  instance,  the  proportion  of  children  who  experienced  difficulty  in  obtaining  care 
increased  considerably  for  families  where  the  child's  mother  lost  health  insurance.  The 
proportion  of  children  who  experienced  difficulty  in  obtaining  care  actually  decreased, 
however,  for  famiUes  where  the  child's  mother  remained  insured. 

This  finding  suggests  that  healthcare-related  experiences  of  mothers  are  associated 
with  the  perceived  ability  to  obtain  health  care  for  children.  Therefore,  programs 
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designed  to  improve  access  to  care  for  children  might  be  more  effective  if  their  parents 
are  targeted  as  well.  One  could  speculate  that  since  uninsured  adult  mothers  are  less 
likely  to  have  any  usual  source  of  care  for  themselves  or  are  less  likely  to  frequent  types 
of  health  care  organizations  that  facilitate  on-going  relationships  with  specific 
providers,^!'  68  they  are  less  experienced  or  'savvy'  in  negotiating  care.  Or,  perhaps, 
uninsured  mothers  seek  care  for  their  children  at  the  same  types  of  providers  as  they  do 
for  themselves  regardless  of  the  child's  insurance  coverage.  More  work  is  needed  to 
understand  why  uninsured  mothers  have  more  difficulty  obtaining  needed  care  for 
children  irrespective  of  the  child's  health  insurance  status. 

The  use  of  all  three  rounds  of  data  in  the  pre-post  test  was  designed  to  assess  the 
family's  ability  to  obtain  needed  care  for  continually  insured  children  before  and  after  the 
mother  lost  health  insurance.  While  the  comparison  group  of  continually  insured  children 
whose  mothers  remained  insured  during  the  study  period  helped  to  control  for 
confounding  affects,  these  two  groups  were  not  identical.  For  instance,  the  proportion  of 
children  covered  by  Medicaid  was  greater  in  the  group  whose  mothers  lost  insurance  than 
in  the  comparison  group,  and  they  were  more  likely  to  have  difficuUy  obtaining  care  for 
their  children.  Medicaid  and  privately  insured  children  were  combined  in  this  analysis 
because  the  proportion  of  insured  children  whose  mothers  lost  health  insurance  would 
have  been  very  small  for  separate  subgroups  and  would  have  produced  unstable 
estimates.  Nevertheless,  it  is  not  clear  that  either  group  would  have  been  more  likely  to 
experience  difficulty  in  obtaining  care  for  children  over  time  if  it  were  not  for  the  loss  of 
maternal  health  insurance  coverage. 
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Weinick  and  Monheit  have  recently  shown  that  family  structure  is  highly  predictive 

of  child  insurance  coverage.^^  However,  controlling  for  child  insurance,  maternal 
insurance,  poverty  status,  and  other  sociodemographic  characteristics,  children  in  one- 
parent  families  were  still  more  likely  to  experience  difficulty  in  obtaining  care  than 
children  in  two-parent  families.  It  is  possible  that  single  parents  have  less  social  support 
and  face  greater  time  costs  in  seeking  health  care  for  their  children,  but  more  work  is 
clearly  needed  to  elucidate  the  role  of  family  structure  and  ability  to  obtain  care  for 
children. 

Even  though  the  K-SOFHE  had  a  relatively  high  response  rate,  families  who  did 
not  participate  in  all  three  rounds  were  different  than  those  who  did.  Analysis  of  families 
lost  to  follow-up  revealed  that  missing  individuals  were  more  likely  to  have  Medicaid  or 
be  uninsured,  experience  difficulty  in  obtaining  care,  and  lack  a  usual  source  of  care  at 
baseline  than  individuals  who  remained  in  the  sample  for  all  three  rounds.  These  inherent 
differences  in  the  group  lost  to  follow-up  would  have  only  affected  the  pre-post  test 
analysis  of  maternal  health  insurance  loss,  which  included  all  three  years  of  data. 
Inclusion  of  missing  individuals  would  have  increased  estimates  of  children  who 
experienced  difficulty  in  obtaining  care  at  any  given  time,  but  it  is  not  clear  how  they 
would  have  influenced  the  impact  of  matemal  health  insurance  loss  over  time.  It  seems 
reasonable  to  assume  that  their  exclusion  underestimated  the  extent  of  actual  differences 
across  the  different  groups  of  children. 

In  addition,  the  K-SOFHE  was  intended  to  provide  a  nationally  representative 
sample.  Certain  subgroups,  however,  such  as  non-English  speakers,  migrant  workers,  and 
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homeless  were  not  represented  in  the  study  data  set.  Therefore,  results  should  be 
interpreted  with  caution  and  not  extrapolated  to  non-represented  families. 

Despite  these  and  other  limitations,  this  study  provides  timely  data  that  are  directly 
relevant  to  state  health  insurance  initiatives  targeting  adult  family  members  of  S-CHIP 

and  Medicaid  eligible  children7  In  this  study,  approximately  23  percent  of  children 
covered  by  Medicaid  had  at  least  one  parent,  their  primary  caretaker,  who  was  uninsured. 
Uninsured  mothers  were  more  likely  to  be  married  or  live  with  a  partner,  have  slightly 
higher  family  income,  and  be  employed  full-time  than  mothers  aheady  insured  by 
Medicaid.  Since  S-CHEP  legislation  permits  states  to  cover  uninsured  adult  family 
members  at  the  higher  federal  matching  rate  than  traditional  Medicaid  only  under  certain 
limited  circumstances,215  recent  changes  to  the  welfare  laws  make  the  Medicaid 
program  a  more  viable  option  to  cover  uninsured  parents.  Under  section  1931(b)  of  the 
Personal  Responsibility  and  Work  Opportunity  Reconciliation  Act  of  1996  (P.L.  104- 
193),  states  have  the  option  to  raise  the  Medicaid  income  and  resource  standards,  use  less 
restrictive  methodologies  for  calculating  income  and  resources,  amend  family 
composition  rules  to  cover  more  two-parent  families,  and  continue  AFDC  waivers  for 
income,  resource,  and  family  composition  Medicaid  eligibility  criteria.9  A  combination 
of  approaches  may  also  be  used  for  states  to  extend  health  insurance  to  uninsured  parents 
of  Medicaid  and  S-CHIP  eligible  children.  For  instance,  Missouri  and  Rhode  Island  have 
proposed  to  cover  parents  under  Medicaid  at  the  regular  matching  rate  and  children  under 

the  enhanced  matching  rate  for  S-CHIP.^ 

Given  the  relatively  higher  rate  of  employment  status  among  uninsured  parents  of 
Medicaid  sponsored  children  compared  to  parents  insured  through  Medicaid,  public 
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subsidy  of  private  insurance  may  also  be  a  potentially  effective  option.  The  Health  Care 
Financing  Administration  has  recently  approved  Massachusetts'  plan  to  use  S-CHBP 
funds  to  subsidize  premium  costs  for  employer-sponsored  insurance  for  famiUes  between 
151  and  200  percent  of  poverty.^  Other  states  such  as  California  have  considered  adding 
"purchasing  credits"  to  their  S-CHEP  proposals  that  would  help  families  purchase  private 
insurance.^  This  study  found  that  controlling  for  poverty  status,  family  structure,  and 
other  sociodemographic  characteristics  of  the  family,  insured  children  with  privately 
insured  mothers  were  much  less  likely  to  experience  difficulty  in  obtaining  care  for  their 
health-related  needs  than  insured  children  with  mothers  in  Medicaid.  The  benefit  of 
subsidizing  employment-based  insurance,  however,  would  only  reach  those  families  with 
access  to  private,  employment-based  insurance  coverage.  Findings  from  this  study 
suggest  that  state  initiatives  that  explore  pooling  newly  insured  families  into  private 
insurance  purchasing  cooperatives  might  result  in  better  access  to  care  for  working  and 
i-working  members  of  the  family  than  simply  expanding  the  existing  Medicaid 


non- 


program. 

While  insured  children  with  privately  insured  mothers  had  better  overall  access  to 
care  than  insured  children  with  mothers  in  Medicaid,  Medicaid  was  better  than  no 
insurance  coverage  at  all.  States  now  have  a  unique  opportunity  to  use  federal  matching 
fiinds  and  move  toward  universal  coverage  by  extending  health  insurance  to  low-income, 
uninsured  parents  of  S-CHIP  and  Medicaid  eligible  children.  Providing  health  insurance 
to  adult  family  members  might  not  only  improve  their  own  ability  to  obtain  timely  care 
and  avoid  unnecessary  ilhiess  and  cost,  but  improve  the  timely  receipt  of  care  for  their 
children  as  well. 
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Table  27 

Panel  Attrition  and  Participation  for  Children,  K-SOFHE  1995-98 


Round  1 

Round  2 

Round  3 

1  Ulal  i^UlilUCi  Ul  V^liliUICll 

1070 

1119 

INO.  ITOIll  ivl 

7/Z 

%  of  Rl 

- 

73.0 

71.8 

NoofR2 

907 

%  of  R2 

84.8 

New  to  Round 

98 

93 

Out  of  Scope 

50* 

73** 

In  scope  loss  from  Rl 

309 

306 

In  scope  loss  from  R2 

118 

Source:  K-SOFHE  Rounds  1-3 
*  17  years  old  in  Round  1 

**  16  years  old  in  Round  1  or  17  years  old  in  Roimd  2  and  not  in  Round  1 
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Table  28 


Health  Insurance  Coverage  of  Children  by  Maternal  Insurance  Coverage  at  Round  1, 1995-96. 

Maternal  Health  Insurance  Type 


Child's  Health 

n 

Medicaid 

Private 

Uninsured 

Total  %  of  Child 

Insurance  Type 

% 

% 

% 

Population 

Medicaid 

581 

70.9  (3.8) 

6.01  (1.6) 

23.0  (4.1) 

19.9  (2.2) 

Private 

462 

0.1  (0.0) 

98.9  (0.2) 

1.0  (0.2) 

73.4  (2.7) 

Uninsured 

255 

4.7(1.9) 

11.6(3.3) 

83.6(3.4) 

8.7(1.0) 

SOURCE:  K-SOFHE,  1995-96 

NOTE:  Parentheses  contain  standard  errors.  All  percentages  are  weighted.  "Other"  types  of  health 
insurance  were  excluded  from  this  analysis. 
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Table  29 

Maternal  Insurance  Coverage  for  Children  in  Medicaid  by 


Child  Age 

0  <  5  years 
5  <  12  years 
12  <  18  years 

Child  Health  Status 

excellent 

very  good 

good 

fair/poor 
Family  Structure* 

2  parents 

1  parent 
other" 

Family  Poverty  Status** 

<  100% 
101  <  200% 
201  <  400% 

>  400% 

Number  of  Children 

1  child 

2  children 

>  3  children 
Age  of  Caretaker* 

17  <25  years 
25  <  35  years 
35  <  50  years 

>  50  years 

Caretaker  Race/Ethnicity 

white,  non-Hispanic'' 
black,  non-Hispanic 
Hispanic 

Caretaker  Employment  Status 

in  labor  force*^ 
not  in  labor  force 

FT/PT  Employment  Status  of  Caretaker* 

fall  time" 

part  time  


Mother  in 

Mother 

Medicaid 

Uninsured 

n=408 

n=138 

%(1) 

%(2) 

52.1  (5.4) 

40.1  (2.2) 

41.9  (5.1) 

20.3  (2.4) 

6.0  (2.3) 

36.6  (3.6) 

38.9  (7.2) 

36.9  (4.8) 

29.1  (6.7) 

21.3  (3.0) 

21.5  (5.5) 

5.3  (1.2) 

10.5  (4.6) 

24.4  (3.8) 

46.7  (6.2) 

56.8  (4.0) 

31.5  (6.3) 

18.9  (3.7) 

21.8  (5.4) 

79.2  (2.7) 

OO.D  (/.U) 

19.5  (2.5) 

26.0  (6.4) 

1.3  (0.6) 

- 

7.5  (3.0) 
- 

20.3  (2.4) 

15.6  (3.9) 

32.5  (3.4) 

44.9  (6.0) 

47.2  (4.4) 

39.5  (6.4) 

20.3  (2.8) 

33.4  (5.1) 

47.7  (4.8) 

43.6  (5.9) 

27.4  (3.3) 

23.0  (4.9) 

4.6(1.4) 

41.8(5.1) 

45.8  (7.8) 

41.3  (6.6) 

29.4  (7.3) 

16.9  (4.6) 

24.9  (5.9) 

23.9  (3.2) 

47.1  (6.9) 

76.1  (3.3) 

52.9  (6.9) 

31.0  (7.0) 

58.1  (8.9) 

69.0  (7.0) 

41.9  (8.9) 

SOURCE:  K-SOFHE,  1995-96 

NOTE:  All  percentages  are  weighted;  FT  =  Part  time;  FT  =  Full  time; 
*  Column  1  is  statistically  different  from  column  2  at  p  <  .05;  **  Columns  1 
and  2  are  statistically  different  at  p<.10; '  Families  consisting  of  adults  other 
than  parents  with  children,  e.g.  grandparent(s)  with  grandchild(ren);  "Other" 
ethnicity  included  with  white,  non-Hispanic;  'Works  at  a  "job"  or  in  a  business 
for  pay;  ^  >  35  hours  per  week. 
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Table  30 

Maternal  Insurance  Type  for  Insured  Children  by  Child  Access  Indicators  at  Round  1, 

1995-96 


Maternal  Insurance  Type 
Child  Access  Profile  Private  Medicaid  Uninsured 


n=477 

n=409 

n=171 

%  (1) 

%  (2) 

%  (3) 

Barrier  to  Health  Care  for  Child  *  ' 

yes 

3.4  (0.8) 

7.6(1.3) 

12.2  (4.2) 

no 

96.6  (0.8) 

92.4(1.3) 

87.8  (4.2) 

Mother's  Satisfaction  with  Access  to  Care  for 

Child  ^'p^"^' 

very  satisfied 

67.5  (3.9) 

56.7  (5.2) 

36.2  (5.7) 

generally  satisfied 

29.7  (3.9) 

34.9  (4.6) 

44.9  (5.6) 

somewhat  dissatisfied 

1.7(0.8) 

6.3  (2.0) 

9.5(4.1) 

very  dissatisfied 

1.1  (0.4) 

2.1(1.1) 

9.4  (3.1) 

Child  Usual  Source  of  Care  (USC) 

yes 

95.3  (1.2) 

93.5  (2.4) 

91.9  (3.9) 

no 

4.7(1.2) 

6.5  (2.4) 

8.2  (3.9) 

Duration  of  Child's  USC  * 

<  1  year 

14.0  (2.4) 

27.5  (3.6) 

35.4  (5.4) 

1  to  5  years 

50.3  (3.2) 

49.1  (4.1) 

55.2  (5.4) 

>  5  years 

35.7  (3.4) 

23.4  (4.5) 

9.4  (2.7) 

Solo  MD/Private  Group  Practice  is 

Child's  USC 

yes 

66.0  (4.2) 

34.9  (4.6) 

51.6(6.6) 

no 

34.0  (4.2) 

65.1  (4.6) 

48.4  (6.6) 

Specific  Provider  at  Child's  USC    p^'">  '= 

yes 

82.6  (3.0) 

71.7(5.0) 

69.4  (6.0) 

no 

17.4  (3.0) 

28.3  (5.0) 

30.6  (6.0) 

Difficulty  Obtaining  Appointment  at  Child 

USC 

not  at  all  difficult 

86.5  (2.9) 

67.9  (4.5) 

70.5  (6.4) 

somewhat  difficult  to  impossible 

13.5  (2.9) 

32.1  (4.5) 

29.5  (6.4) 

SOURCE:  (K-SOFHE),  1995-96 


NOTE:  All  percentages  weighted.  Parentheses  contain  certain  standard  errors. 
Statistical  differences  at  p<.05 

'  Column  (1)  significantly  different  from  Column  (2)  on  this  variable  at  p<.05 
Column  (2)  significantly  different  fi^om  Column  (3)  on  this  variable  at  p<.05 
^  Column  (1)  significantly  different  from  Column  (3)  on  this  variable  at  p<.05 
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Table  31 

Adjusted  Odds  Ratio  of  Experiencing  Difficulty  Obtaining  Care  for  Insured  ChUdren  by 

 Maternal  Insu:  '  ~ 

Population  Characteristics 

Maternal  Insurance  Status* 

privately  insured 
Medicaid  insured 
uninsured 

Family  Poverty  Status 

<  100%  Poverty 
101%  <  200%  Poverty 

>  200%  Poverty 
Child  Gender 

male 
female 
Maternal  Age 
17  <  25  years 
25  <  35  years 
35  <  50  years 

>  50  years 
Family  Structure 

2  parents 
1  parent 
other'' 

Maternal  Race/Ethnicity 

white,  non-Hispanic' 
black,  non-Hispanic 
Hispanic 


n 

Adjusted 

yj  /o  y^L 

Odds  Ratio 

477 

1 

409 

2.68 

1 .02,7.02 

171 

3.38 

1.34,8.53 

451 

1 

238 

0.60 

0.2/,1.3z 

368 

0.48 

0.19,1.27 

549 

1 

- 

525 

1.48 

0.98,2.23 

150 

1 

415 

0.75 

0.33,1.72 

460 

1.29 

0.57,2.92 

49 

0.21 

0.02,2.23 

548 

1 

367 

2.10 

1.21,3.62 

159 

0.78 

0.31,1.95 

672 

1 

243 

0.47 

0.21,1.04 

159 

0.56 

0.26,1.20 

SOURCE:  K-SOFHE,  1995-96 

NOTE: '  "Other"  type  of  health  insurance  was  dropped  from  model;  Includes  families  with  adult 
caretakers  other  than  parents  (i.e.  grandparents); '  "Other"  ethnic  groups  have  been  included  in 
"white,  non-Hispanic"  category. 
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Table  32 

Pre-Post  Test  Comparison  of  Maternal  Insurance  Loss  on  Ability  to  Obtain  Care  for  Children 
 (All  Children  Insured),  1995-1998  


Earlier  Time 
Difficulty 
Obtaining 
Care 


Later  Time 
Difficulty 
Obtaining 
Care 


Change" 


Mother  Lost  Insurance 
Mother  Kept  Insurance 


n=75 
n=l,209 


8.2% 
3.9% 


14.7% 
2.7% 


+  6.5 
- 1.2 


p<.05 
p<.05 


Difference  between  Groups 


4.3 
p=NS 


12.0 
p<.001 


SOURCE:  K-SOFHE 

NOTE:  Data  are  unweighted;  Tl=Time  1;  T2=Time  2. 

'  (%  difficulty  obtaining  care  at  Tl  -  %  difficulty  obtaining  to  care  at  T2). 
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Chapter  7 
Summary  and  Discussion 

Overview 

Much  of  the  health  policy  discourse  in  the  United  States  has  focused  on  health 
insurance  coverage  for  individuals  while  ignoring  the  broader  family  context.  Most  health 
care  decisions,  however,  are  made  within  the  family,  especially  for  children  who  are 
dependent  on  adult  caretakers  to  negotiate  the  healtii  care  system.  Due  to  declines  in 
employer-based  health  insurance  and  public  policy  responses  such  as  the  S-CHIP  that 
have  targeted  only  some  groups  for  coverage,  many  family  members  are  left  uninsured. 
The  consequences  of  this  for  family  use  of  services  are  unknovm. 

This  study  used  the  first  three  rounds  of  the  Kaiser  Survey  of  Family  Health 
Experiences,  a  nationally  representative  survey  of  American  families  with  at  least  one 
person  under  the  age  of  65  years,  to  address  the  following  issues: 

1 .  Patterns  of  health  insurance  coverage  within  families; 

2.  The  relationship  between  health  insurance  coverage  within  families  and  their  views  of 
the  health  care  system;  and 

3.  The  association  between  family  insurance  coverage  and  access  to  health  care  for 
insured  and  uninsured  individuals,  particularly  children. 
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Summary  of  Signiflcant  Findings 

In  1995-96,  more  than  one-quarter  of  American  families  did  not  have  all  members 
covered  through  private,  employer-based  health  insurance.  Medicaid  covered  all 
members  in  about  five  percent  of  American  families.  Another  five  percent  of  families  had 
members  with  different  types  of  coverage  including  private  insurance,  Medicaid,  or  other 
public  programs.  Approximately  16  percent  of  all  families  had  at  least  one  uninsured 
person,  but  only  six  percent  of  families  had  all  members  uninsured. 

Patterns  of  family  insurance  coverage  were  greatly  determined  by  family 
structure,  employment  status,  and  income.  For  instance,  80  percent  of  two-parent  families 
with  children  and  82  percent  of  adult  only  couples  had  private  insurance  for  all  members 
of  the  family.  Only  about  half  of  single-parent  families  and  40  percent  of  "other"  types  of 
families,  such  as  multigenerational  families,  had  private  insurance  for  everyone.  Families 
with  two  full-time  workers  were  much  more  likely  to  have  all  members  privately  insured 
than  families  with  only  one  full-time  worker  or  no  full-time  workers.  For  instance,  84 
percent  of  families  with  two  or  more  full-time  workers  had  all  members  privately  insured 
compared  with  76  percent  of  families  with  one  full-time  worker  and  27  percent  with  no 
full-time  workers. 

Views  about  the  health  care  system  varied  considerably  by  family  patterns  of 
health  insurance.  Overall,  families  entirely  insured  through  an  employer  had  much  more 
favorable  views  about  the  health  care  sector  than  families  entirely  insured  through 
Medicaid  or  uninsured.  However,  the  presence  of  an  uninsured  member  appeared  to 
influence  family  views  even  for  families  with  privately  insured  individuals.  For  instance, 
35  percent  of  families  with  both  uninsured  and  privately  insured  members  said  that  they 
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worry  a  lot  about  obtaining  medical  care  in  the  future  compared  with  19  percent  of 
families  with  all  members  covered  by  private  insurance.  Similarly,  more  than  half  of 
famiUes  with  both  Medicaid  insured  and  uninsured  individuals  said  that  they  worried 
about  getting  medical  care  in  the  future  compared  with  42  percent  of  families  entirely 
covered  by  Medicaid. 

This  study  defined  'access'  in  terms  of  perceived  ability  to  obtain  timely  health 
care  services.  Access  was  operationalized  by  a  series  of  variables  that  have  been  found  to 
be  correlated  with  timely  use  of  health  services  in  the  literature.  Heterogeneity  in  family 
insurance  coverage  was  strongly  associated  with  many  of  these  indicators.  While  the 
proportions  of  insured  persons  who  had  a  usual  source  of  care  did  not  differ  significantly 
between  those  in  entirely  insured  families  vs.  those  in  families  with  some  uninsured 
members,  specific  aspects  of  that  usual  source  of  care  did.  For  instance,  nearly  a  quarter 
of  insured  persons  in  families  with  uninsured  family  members  had  maintained  a 
relationship  with  their  usual  source  of  care  for  less  than  one  year  compared  with  only  13 
percent  of  insured  persons  in  entirely  insured  families. 

The  role  of  maternal  insurance  coverage  on  ability  to  obtain  care  for  children  is  of 
key  import  since  many  states  are  debating  the  value  of  extending  health  insurance  to  adult 
caretakers  of  children  eligible  for  the  state  CHIP  program.  This  study  found  that, 
independent  of  the  child's  insurance  status,  insurance  coverage  of  mothers  was  highly 
predictive  of  ability  to  obtain  care  for  children.  For  all  insured  children,  just  over  three 
percent  with  privately  insured  mothers,  7.6  percent  with  mothers  in  Medicaid,  and  12.2 
percent  with  uninsured  mothers  experienced  delay  or  did  not  obtain  needed  health  care  in 
the  previous  year.  Again,  for  all  insured  children,  families  were  'very  dissatisfied'  with 
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access  to  care  for  just  over  one  percent  with  privately  insured  parents,  2.1  percent  with 
Medicaid,  and  9.4  percent  with  uninsured  parents. 

Specific  aspects  of  the  usual  source  of  care  was  not  always  better  for  children 
with  mothers  covered  by  Medicaid  than  for  insured  children  whose  mothers  had  no 
coverage  at  all.  For  instance,  two-thirds  of  insured  children  with  privately  insured 
mothers  had  a  private  physician  or  private  clinic  as  their  usual  source  of  care.  Only  one- 
third,  however,  of  insured  children  with  mothers  in  Medicaid  and  one-half  of  insured 
children  with  uninsured  mothers  had  a  private  physician  or  private  clinic  as  their  usual 
source  of  care.  For  insured  children,  83  percent  with  privately  insured  mothers,  72 
percent  with  mothers  in  Medicaid,  and  69  percent  with  uninsured  mothers  had  a  specific 
physician  as  their  usual  provider  of  care  rather  than  a  general  facility  with  no  individually 
assigned  provider.  It  was  'somewhat  difficult'  to  'impossible'  to  obtain  an  appointment  at 
the  insured  child's  usual  source  of  care  for  13.5  percent  of  children  with  privately  insured 
mothers,  32.1  percent  with  mothers  in  Medicaid,  and  29.5  percent  with  uninsured 
mothers. 

Of  consistently  insured  children  whose  mothers  had  lost  health  insurance 
coverage  in  Rounds  2  or  3,  just  over  eight  percent  experienced  difficulty  obtaining 
needed  health  care  prior  to  the  loss  of  coverage.  After  the  mother  lost  insurance,  the 
proportion  of  these  children  who  had  difficulty  obtaining  needed  health  care  rose  to  14.7 
percent,  an  increase  of  6.5  percent  (p<.03),  despite  their  retaining  insurance  coverage 
themselves.  Among  children  whose  mothers  retained  health  insurance,  however,  the 
proportion  who  experienced  difficulty  obtaining  care  actually  declined  fi-om  3.9  percent 
to  2.7  percent  during  the  same  period,  a  statistically  significant  change  of -1.2  percent 
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(p<.04).  At  this  later  time,  the  difference  in  difficulty  obtaining  care  between  children 
whose  caretakers  lost  insurance  and  those  who  did  not  had  grown  from  a  non-significant 
difference  before  the  mother's  loss  of  insurance  to  12.0  percent  after  the  loss  (p<.001). 

Policy  Implications 

This  study  found  that  greater  proportions  of  families  with  some  uninsured 
members  harbored  more  negative  views  of  the  health  care  system  than  families  with  all 
members  insured.  This  is  particularly  relevant  to  current  outreach  strategies  that  rely  on 
adult  family  members  to  enroll  uninsured  children  into  publicly  sponsored  health 
insurance  programs.  Children  are  dependent  on  parents,  particularly  mothers,  to  seek, 
consent  to,  and  participate  in  health  programs.  Mothers  of  uninsured  children  are  often 
uninsured  themselves,  and  they  may  hold  negative  views  regarding  access  to  and  value  of 
health  care  based  on  their  own  and  other  family  members'  experiences.  These  views  may 
make  reaching  these  families  and  convincing  them  of  the  value  of  timely  health  care 
more  difficult. 

Furthermore,  policies  that  extend  health  insurance  to  some  family  members  while 
leaving  others  uninsured  may  have  the  inadvertent  consequence  of  diminishing  the 
potential  effect  on  access  to  care  for  the  targeted  population.  This  study  found  that 
insured  persons  with  uninsured  family  members  had  an  overall  worse  access  profile  than 
insured  persons  in  families  where  everyone  was  covered.  This  was  particularly  true  for 
children.  Insured  children  with  insured  mothers  were  much  less  likely  to  experience 
difficulty  in  obtaining  care  than  insured  children  with  uninsured  mothers.  This  has  direct 
implications  for  recent  incremental  health  insurance  expansions,  such  as  the  S-CHIP,  that 
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extend  health  insurance  to  persons  based  on  their  eUgibiUty.  Focusing  on  total  'family' 
coverage  might  improve  access  to  health  care  for  not  only  uninsured  adult  family 
members  but  targeted  children  as  well. 

This  study  found  that  individuals  in  families  entirely  or  partially  covered  by 
Medicaid  consistently  experienced  more  difficulty  obtaining  timely  health  care  than 
individuals  in  privately  insured  families.  While  individuals  in  Medicaid  did  better  on 
most  measures  than  those  with  no  insurance  at  all,  policy  efforts  to  increase  insurance 
coverage  might  consider  pooling  enroUees  into  private  insurance  cooperatives  instead  of 
simply  expanding  Medicaid.  Importantly,  these  findings  suggest  that  there  exists  a  two- 
or  even  three-tier  health  care  sector:  one  for  the  privately  insured,  one  for  those  in 
Medicaid,  and  one  for  the  uninsured.  While  incremental  insurance  reform  might  reduce 
the  number  of  uninsured,  it  does  not  address  the  disparity  in  ability  to  obtain  tunely  care 
between  persons  enrolled  in  Medicaid  and  private  insurance.  "Reform"  efforts  that 
continue  to  perpetuate  this  dual  system  of  care  will  inevitably  fail  to  ensure  targeted 
populations  equitable  access  to  health  care. 


Study  Limitations 

This  study  has  some  limitations  that  warrant  caution  m  interpreting  findings.  First, 
the  K-SOFHE  was  intended  to  provide  a  nationally  representative  sample,  but  certain 
subgroups  such  as  non-English  speakers,  migrant  workers,  and  homeless,  were  not 
represented  in  the  data  set.  Consequentiy,  results  should  not  be  extrapolated  to  these  and 
other  underrepresented  groups. 
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Second,  this  study's  primary  dependent  variable,  "difficulty  in  obtaining  needed 
health  care,"  attempted  to  capture  the  individual's  perceived  ability  to  obtain  health  care 
when  they  or,  in  the  case  of  children,  their  mother  thought  it  v^as  necessary.  It  is  possible, 
however,  that  the  more  one  "needs"  or  uses  health  care,  the  more  chances  they  would 
have  of  experiencing  difficulty  obtaining  care  at  some  point.  The  high  proportion  of 
children  in  poor  health  status  who  experienced  difficulty  in  obtaining  care  suggests  this 
possibility.  In  fact,  health  status  was  the  strongest  determinant  of  difficulty  in  obtaining 
care  when  entered  into  a  multivariate  model  -  even  more  powerfiil  than  the  child's 
insurance  status.  Health  status,  poverty,  insurance  coverage,  usual  source  of  care,  and 
difficulty  obtaining  care  were  all  highly  correlated.  More  work  is  needed  to  elucidate 
causal  pathways. 

Third,  the  cross-sectional  nature  of  most  analyses  in  this  study  makes  the 
inference  of  causal  direction  inappropriate.  The  use  of  all  three  years  of  data  was 
designed  to  assess  the  family's  ability  to  obtain  needed  care  for  continually  insured 
children  before  and  after  their  mother  lost  health  insurance.  While  the  comparison  group 
of  continually  insured  children  whose  mothers  remained  insured  during  the  study  period 
helped  to  control  for  certain  confounding  effects,  these  two  groups  were  not  identical.  For 
instance,  the  proportion  of  children  covered  by  Medicaid  was  greater  in  the  group  whose 
mothers  lost  insurance  than  in  the  comparison  group,  and  they  were  more  likely  to  have 
difficulty  obtaining  care  for  their  children.  When  separate  analyses  were  conducted  for 
Medicaid  and  privately  insured  children,  subpopulations  who  experienced  difficulty  in 
obtaining  care  became  very  small  and  estimates  unstable.  Nevertheless,  there  did  not 
appear  to  be  any  difference  between  privately  insured  and  Medicaid  insured  children  in 
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the  proportion  who  experienced  difficulty  in  obtaining  care  over  time,  once  maternal 
insurance  coverage  was  controlled. 

Fourth,  the  content  of  insurance  coverage  or  covered  benefits  was  beyond  the 
scope  of  this  study.  For  instance,  it  was  not  possible  to  calculate  'underinsurance'  or 
financial  vulnerability  to  catastrophic  ilbiess.  Some  individuals  who  reported  having 
insurance  at  the  time  of  interview  might  have  only  had  coverage  for  hospitalization,  while 
others  might  have  had  comprehensive  benefits  including  preventive  care.  Similarly,  it 
was  not  possible  to  assess  change  in  health  insurance  status  between  interview  periods. 
An  individual  who  was  'insured'  at  all  three  interviews  might  have  lost  insurance 
multiple  times  throughout  the  year. 

Fifth,  the  K-SOFHE  had  a  relatively  high  response  rate  (82%)  at  baseline.  Follow- 
up  rates  were  also  relatively  high  for  a  longitudinal  study.  Nevertheless,  famihes  who 
refiised  or  could  not  be  interviewed  at  baseline  as  well  as  those  lost  to  follow-up 
throughout  the  three-year  study  period  were  different  than  those  who  participated.  While 
no  data  are  available  for  those  families  who  did  not  participate  at  baseline,  analysis  of 
panel  attrition  showed  that  families  who  dropped  out  of  the  study  after  Round  1  were 
generally  poorer,  from  single  parent  families,  and  had  worse  overall  access  then  families 
who  remained  in  the  sample.  To  address  this  problem,  sample  weights  were  adjusted 
every  year  for  missing  data. 

Sixth,  this  study  was  limited,  as  are  most  surveys,  by  the  use  of  proxy 
respondents.  The  K-SOFHE  did  not  verify  information  provided  by  the  reference  person 
through  use  of  other  data  sources.  Therefore,  there  is  no  way  to  assess  validity  or 
reliability  of  the  data.  Nevertheless,  many  population  estimates  were  comparable  to  other 
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large,  nationally  representative  surveys  such  as  the  Medical  Expenditure  Panel  Survey 
(MEPS)  and  the  National  Health  hiterview  Survey  (HIS). 

Directions  for  Future  Research 

Whereas  this  study  attempted  to  answer  very  important,  policy  relevant  questions, 
it  also  has  identified  areas  for  future  research.  For  instance,  more  work  is  needed  to 
understand  why  insured  persons  in  families  with  uninsured  members  tend  to  have  worse 
overall  views  of  the  health  care  sector  and  have  poorer  access  to  care  than  insured 
persons  in  entirely  insured  families.  Similarly,  it  is  not  entirely  clear  why  uninsured 
mothers  of  insured  children  experience  greater  difficulty  in  obtaining  care  for  their 
children  than  insured  mothers  with  insured  children.  More  work  is  needed  to  better 
understand  the  role  of  maternal  insurance  status  and  ability  to  obtain  care  for  children. 

Controlling  for  poverty  status,  child  and  parent  insurance  coverage,  and  other 
sociodemographic  factors,  single  mothers  were  still  more  likely  to  experience  difficulty 
in  obtaining  care  for  children  than  mothers  living  with  a  partner.  This  finding  suggests 
that  simply  providing  insurance  coverage  to  families  with  single  mothers  might  not 
resolve  inequities  in  access  to  health  care. 

Findings  from  this  study  bolster  the  argument  to  include  uninsured  adult  family 
members  in  publicly  sponsored  health  insurance  initiatives.  The  S-CHIP  legislation, 
however,  includes  language  that  permits  states  to  extend  health  insurance  coverage  to 
uninsured  family  members  of  newly  eligible  children  only  if  the  state  can  prove  the  "cost- 
effectiveness"  of  its  approach.  Although  the  operational  definition  of  cost-effectiveness 
has  not  been  officially  provided  by  the  Health  Care  Financing  Administration,  it  has  been 
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interpreted  as  "no  more  costly."  Since  timely  receipt  of  health  care  has  the  potential  to 
prevent  ilhiess  and  deterioration  of  illness,  the  financial  benefits  of  extending  health 
insurance  to  adult  family  members  to  federal  and  state  payors  need  to  be  assessed  and 
taken  into  consideration. 
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APPENDIX  A 
Review  of  Selected  Studes  on  Longitudinality 
Original  Analytical  Studies 


Reference 
(Country  of  Study) 

Study  Objective 

Longitudinality-related 
Variable/  Study  Population  /  Data 
Source 

Relevant  Findings 

Baker  DW;  Stevens  CD; 
Brook  RH.  Regular  source  of 
ambulatory  care  and  medical 
care  utilization  by  patients 
presenting  to  a  public 
hospital  emergency 
department.  JAMA.  1994. 
27 1;24: 1909-19 12. 

(United  States) 

To  determine  the 
regular  source  of 
care  and  the 
relationship  between 
usual  provider  and 
use  of  medical 
services  among 
ambulatory 
emergency 
department  patients. 

Variable:  Self-reported  regular  source  of 
care. 

Study  Population:  1 190  stable, 
ambulatory  adults  (not  transported  by 
ambulance)  presenting  to  the  emergency 
department. 

Data  Source:  Patient  questionnaire. 

Patients  who  identified  an  emergency 
department  as  their  regular  provider  had  25% 
fewer  physician  visits  than  tiiose  with  another 
regular  source  of  care  (1.8  vs  2.4;  p=.003). 
Those  with  no  regular  source  of  care  had  44% 
fewer  visits  than  those  relying  on  an  emergency 
department  (p=.002)  and  60%  fewer  visits  than 
those  with  a  regular  source  of  care  other  than 
an  emergency  department  (p=.001). 

Bartman  BA;  Moy  E; 
D'Angelo  LJ.  Access  to 
ambulatory  care  for 
adolescents:  the  role  of  a 
usual  source  of  care.  Journal 
of  Health  Care  for  the  Poor 
and  Underserved. 
1997;8:214-226. 

(United  States) 

To  examine  whether 
or  not  adolescents 
saw  a  doctor  in  the 
event  of  a  selected 
symptom  and  the  the 
impact  of  regular 
source  of  care  on 
utilization  patterns. 

Variable:  Parent-identified  regular  source 
of  care  of  adolescent. 
Study  Population:  All  persons  aged  1 1 
through  1 7  years  in  the  nationally- 
representative  survey  (N=3,102). 
Data  Source:  The  1987  National  Medical 
Expenditure  Survey. 

Having  a  usual  source  of  care  was  strongly 
related  to  receiving  any  care  and  symptom- 
related  care,  even  after  controlling  for 
sociodemographic  characteristics  and  health 
status.  Lacking  a  usual  source  of  care  was  the 
only  variable  associated  with  not  receiving  care 
in  the  event  of  synptoms  in  both  bivariate  and 
multivariate  analysis. 

Bindman  AB;  Grumbach  K; 
Osmond  D;  Vranizan  K; 
Stewart  AL.  Primary  care 
and  receipt  of  preventive 
services.  Journal  of  General 
Internal  Medicine.  1996. 
ll;5:269-76. 

(United  States) 

To  examine  whether 
health  insurance,  a 
regular  place  of 
care,  and  optimal 
primary  care  are 
independently 
associated  with 
receiving  preventive 
care  services. 

Variable:  Regular  place  of  care  identified 
by  respondent. 

Study  Population:  Probability  sanple  of 
3,846  women  18  to  64  years  of  age  in 
California. 

Source  of  Data:  Cross-sectional  telephone 
survey. 

After  controlling  for  differences  in 
demographics,  fmancial  status,  and  need  for 
ongoing  care,  women  who  reported  a  regular 
place  of  care  were  much  more  likely  than  those 
without  a  regular  place  of  care  to  receive 
preventive  services.  In  fact,  a  regular  source  of 
care  was  the  single  most  important  factor 
associated  with  receipt  of  preventive  services. 

Reference 
(Country  of  Study) 

Study  Objective 

longitudinality-related 
Variable/  Study  Population  /  Data 
Source 

Relevant  Findings 

Forrest  CB;  Starfield  B. 
Entry  into  primary  care  and 
contintuity:  the  effects  of 
access.  American  Journal  of 
Public  Health.  1998; 
88:1330-1336. 

(United  Sutcs) 

To  examine  the 
linkages  between 
access  and  care 
seeking  with 
primary  care 
physicians  as 
sources  of  first 
contact  and 
continuity. 

Variable:  Respondents'  self-identified 
source  of  routine  and  sick  was  considered 
their  regular  source  of  care.  All  episodes 
that  began  with  a  visit  to  an  individual's 
self-identified  primary  care  physician 
were  categorized  as  having  first  contact 
care. 

Study  Population:  Analyses  of  first- 
contact  care  were  based  on  the  1 1,024 
individuals  (55.6%)  with  at  least  1  acute 
episode  of  care,  whereas  continuity  of 
care  analyses  were  based  on  16,145 
individuals  (81.4%)  with  at  least  1 
ambulatory  encounter. 
Data  Source:  The  1987  National  Medical 
Expenditure  Survey 

No  after-hours  care,  longer  office  waits,  and 
longer  travel  times  reduced  the  chances  of  a 

first-COntanct  visit  with  n  nrimiirv  rar** 

wv»an*«*vi  TKtSAl  Willi  a  Lll  Ulldl  y  c 

physician  for  acute  health  problems.  Longer 
appointment  waits,  no  insurance,  and  no  after- 
hours  care  were  associated  with  lower  levels  of 
continuity. 

Reference 
(Country  of  Study) 

Study  Objective 

Longitudinality-related 
Variable/  Study  Population  /  Data 
Source 

Relevant  Findings 

Freeman  GK;  Richards  SC. 
Personal  continuity  and  the 
care  of  patients  with  epilepsy 
in  general  practice.  British 
Journal  of  General  Practice. 
1994.  44  (September):  395- 
399. 

(Great  Britain) 

To  determine  if 
there  is  an 
association  between 
personal  continuity 
and  the  perceived 
quality  of  epilepsy 
care  received  by 
patients.  Quality  in 
this  case  is 
operationalized  by 

( 1 )  discussing  one 
or  more  of  planned 
duration  of  therapy, 
stigmatization  and 
conceahnent  with  a 
general  practitioner 
in  their  practice;  and 

(2)  naming  a  general 
practitioner  as  the 
person  they  would 
first  approach  with 
their  most  important 
unanswered  query 
about  epilepsy. 

Variable:  Index  of  usual  provider 
continuity  (UPC12)  defmed  as  the 
percentage  of  the  12  most  recent 
consultations  with  the  most  frequently 
recorded  doctor. 

Study  Population:  99  epileptic  patients 
aged  15-64  who  were  registered  with  the 
practice  for  at  least  two  years  and  with  at 
least  three  recorded  consultations  with  a 
general  practitioner. 
Data  Source:  Patient  interview  and 
medical  record. 

Continuity  of  doctor  was  not  significantly 
associated  with  discussion  of  epilepsy. 
Similarly,  ease  of  talking  to  the  doctor  was  not 
associated  with  the  personal  continuity  index, 
although  more  general  aspects  of  the 
relationship  were.  It  appears  just  as  good  (or  as 
bad)  to  see  several  doctors  as  one  doctor  within 
the  group.  The  authors  conclude  that 
encouraging  patients  with  epilepsy  to  see  the 
same  doctor  may  be  less  important  than 
improving  doctors'  commiinication  skills  and 
paying  specific  attention  to  the  psychosocial 
aspects  of  epilepsy. 

Reference 
(Country  of  Study) 

Study  Objective 

Longitudinality-related 
Variable/  Study  Population  /  Data 
Source 

Relevant  Findings 

Gill  JM;  Riley  AW. 
Nonurgent  use  of  hospital 
emergency  departments: 
urgency  from  the  patient's 
perspective.  The  Journal  of 
Family  Practice.  1996. 
42;5:49 1-496. 

(United  States) 

To  examine 
emergency 
department  patients' 
perceptions  of 
urgency,  and  to 
determine  whether 
patients  with  no 
regular  source  of 
medical  care  are 
more  likely  to  use 
the  ED  for  problems 
they  perceive  as 
nonurgent. 

Variable:  Regular  source  of  care  was 
determined  by  asking  the  patient:  "Where 
do  you  go  for  your  regular  medical  care?" 
Patients  who  named  an  ED  as  their 
regular  source  of  care  were  considered  to 
have  no  regular  source  of  care. 
Study  Population:  Non-probability 
sample  of  268  patients  in  an  urban  ED 
waiting  area.  Patients  were  primarily  poor 
African  Americans. 
Data  Source:  Patient  interviews. 

Lack  of  a  regular  source  of  care  has  no 
significant  impact  on  ED  utilization  for 
problems  that  patients  perceive  as  nonurgent. 
Regardless -of  whether  patients  perceived  their 
problem  as  urgent  or  nonurgent,  only  a  small 
percentage  listed  absence  of  a  regular  source  of 
care  as  a  reason  for  using  the  emergency 
department. 

Grumbach  K;  Keane  D; 
Bindman  A.  Primary  care 
and  public  emergency 
department  overcrowding. 
American  Journal  of  Public 
Health.  1993.  83;3:372-378. 

(United  States) 

The  primary 
objective  was  to 
evaluate  whether 
referral  to  primary 
care  settings  would 
be  clinically 
appropriate  for  and 
acceptable  to 
patients  waiting  for 
emergency 
department  care  for 
nonemergency 
conditions,  but  the 
authors  also  looked 
at  the  role  of  a 
patient  having  a 
regular  source  of 
care  and  appropriate 
utilization  of  the 
ED. 

Variable:  Regular  source  of  care 

identified  by  patient. 

Study  Population:  700  patients  waiting 

for  emergency  department  care  in  a  public 

hospital. 

Data  Source:  Patient  survey. 

Overall,  patients  without  a  regular  source  of 
care  were  more  likely  to  cite  access  barriers, 
although  when  patients  were  stratified  by 
insurance  status  this  effect  was  significant  only 
among  patients  with  insurance  other  than 
Medicaid.  Patients  with  a  regular  source  of  care 
used  the  emergency  department  more 
appropriately  than  did  patients  without  a 
regular  source  of  care.  Also,  patients  with  a 
regular  source  of  care  were  significantly  more 
likely  than  patients  without  one  to  visit  a  clinic 
in  the  1  to  2  weeks  after  coming  to  the  ED.  Of 
those  patients  who  saw  a  physician  in  the 
follow-up  period,  21%  of  the  patients  without  a 
regular  source  of  care  had  follow-up  visits 
consisting  exclusively  of  further  emergency 
department  encounters,  in  conqjarison  with  8% 
of  patients  with  a  regular  source  of  care. 

Reference 
(Country  of  Study) 

Study  Objective 

loncitudinality-related 
Variable/  Study  Population  /  Data 
Source 

Relevant  Findings 

Haas  JS;  Cleary  PD; 
Guadagnoli  E;  Fanta  C; 
Epstein  AM.  The  impact  of 
socioeconomic  status  on  the 
intensity  of  ambulatory 
treatment  and  health 
outcomes  af^er  hospital 
discharge  for  adults  with 
asthma.  Joumal  of  General 
Internal  Medicine.  1994.  9 
(March):  121-126. 

(United  States) 

To  examine  the 
relationship  between 
race,  socioeconomic 
status,  access  to  a 
regular  source  of 
care,  intensity  of 
therapy,  and  health 
outcomes  for  adults 
with  asthma. 

Variable:  Regular  source  of  care  was  a 
place  identified  by  the  patient  where  he  or 
she  usually  receive  medical  care  post- 
discharge.  The  patients  who  had  no 
source  of  care  or  who  were  cared  for  only 
in  an  emergency  room  were  considered  to 
have  no  regular  source  of  care,  whereas 
those  who  received  care  in  a  clinic  or  a 
private  physician's  office  were  considered 
to  have  a  regular  source  of  care. 
Study  Population:  97  patients  aged  18-55 
years  admitted  to  a  hospital  with  a 
primary  diagnosis  of  asthma. 
Source  of  Data:  Patient  survey 

Over  one-quarter  (28%)  of  patients  with  a 
yearly  income  less  than  $16,000  had  no  regular 
source  of  care,  compared  with  1 1%  of  those 
widi  an  income  from  $16K  to  $29,999  and  no 
patient  with  an  income  of  at  least  $30K 
(p=.003).  Patients  with  no  regular  source  of  car 
had  significantly  worse  health.  Although 
nonwhite  patients  were  less  likely  to  have  a 
regular  source  of  care,  there  was  not  difference 
in  health  outcomes  by  race. 

Hjortdahl  P.  Continuity  of 
care:  general  practitioners' 
knowledge  about,  and  sense 
of  responsibility  toward  their 
patients.  Family  Practice. 
1992.  9:3-8. 

(Norway) 

( 1 )  To  examine  the 
relations  between 
continuity  of  care 
and  the  general 
practitioners' 
accumulated 
knowledge  about 
their  patients;  and 

(2)  To  evaluate  the 
link  between 
continuity  of  care 
and  the  doctors' 
sense  of  medical 
responsibility 
towards  the  patients. 

Variable:  Two  aspects  of  longitudinal 
care  were  assessed:  ( 1 )  the  duration  of  the 
patient-doctor  relationship,  measured  as 
the  time  from  the  first  visit  to  the  present; 
and  (2)  the  density,  measured  as  the 
number  of  consultations  (office  or  home 
visits)  within  die  last  12  months. 
Study  Population:  A  random  sample  of 
135  general  practitioners  in  Norway. 
Data  Source:  A  two-page  questionnaire 
convicted  by  the  physician  after  each 
consultation 

More  than  half  of  the  physician's  accumulated 
knowledge  is  accounted  for  by  longitudinal 
care.  Multivariate  analysis  indicates  that 
knowledge  accumulates  fairly  slowly  during  the 
first  few  months  of  the  doctor-patient 
relationship,  increasing  sharply  between  3  and 
12  months,  then  flattens  out  somewhat,  but  still 
increases  steadily  during  the  next  few  years.  It 
takes  at  least  one  year,  and  usually  five  years  or 
longer,  to  build  a  good  or  excellent  knowledge 
base  about  a  patient.  Knowledge  accumulates 
^lu^>l  rapiaiy  uunng  me  iirsi  lew  contacts  and 
the  major  inqjact  of  density  on  die 
accumulation  of  knowledge  is  around  four  or 
five  visits  a  year.  The  physician's  sense  of 
responsibility  increased  more  rapidly,  and  to  a 
higher  degree  witii  the  density  of  visits,  than 
with  duration  of  the  relationship. 

Reference 
(Country  of  Study) 

Study  Objective 

longitudinality-related 
Variable/  Study  Population  /  Data 
Source 

Relevant  Findings 

Hjortdahl  P;  Laerum  E. 
Continuity  of  care  in  general 
practice:  effect  on  patient 
satisfaction.  British  Medical 
Journal.  1992.  304  (May  16): 
1287-1290. 

(Norway) 

To  evaluate  the 
influence  of 
continuity  of  care  on 
patient  satisfaction 
with  consultations. 

Variable:  Longitudinal  care  was  noted  as 
the  duration  of  the  relationship  (time  since 
first  encounter  with  specific  doctor)  and 
intensity  (the  number  of  encounters  with 
the  doctor  during  the  previous  12 
months). 

Study  Population:  A  representative 
sample  of  3918  Norwegian  primary  care 
patients. 

Data  Source:  Patient  survey  filled  out 
after  consultation. 

Multivariate  analysis  indicated  that  an  overall 
personal  patient-doctor  relationship  increased 
the  odds  of  the  patient  being  satisfied  with  the 
consultation  sevenfold  as  compared  with 
consultations  where  no  such  relationships 
existed.  The  duration  of  the  patient-doctor 
relationship  had  a  weak  but  significant 
association  with  patient  satisfaction,  while  the 
intensity  of  contacts  showed  no  such 
association. 

Kogan  MD;  Alexander  GR; 
Tcitelbaum  MA;  Jack  Brian 
W;  Kotelchuck  M;  Pappas  G. 
The  effect  of  gaps  in  health 
insurance  on  continuity  of  a 
regular  source  of  care  among 
preschool-aged  children  in 
the  United  States.  JAMA. 
1995.274;18:1429-1435. 

(United  States) 

To  estimate  the 
prevalence  and 
length  of  gaps  in 
health  insurance 
coverage  and  their 
effect  on  having  a 
regular  source  of 
care  in  a  national 
sanq}le  of 
preschool-aged 
children. 

Variable:  Continuity  of  a  regular  source 
of  care  is  measured  inversely  by  the 
number  of  different  sites  that  the  children 
were  taken.  Children  with  more  than  two 
sites,  and  children  who  had  two  sites 
where  the  second  site  did  not  indicate 
possible  emergency  care,  were  considered 
to  have  more  than  one  source  of  care. 
Study  Population:  8129  child-mother 
dyads 

Data  Source:  1991  Longitudinal  Follow- 
up  to  the  National  Maternal  and  Infant 
Health  Survey  (NMIHS). 

Children  with  a  gap  in  insurance  of  1  to  6 
mourns  were   /  /o  more  liKely  not  to  have  had  a 
regular  source  of  care.  Children  who  had  a  gap 
of  greater  than  6  months  were  74%  more  likely 
not  to  have  had  longitudinal  care  than  those 
without  such  a  gap. 

Reference 
(Country  of  Study) 

Study  Objective 

longitudinality-related 
Variable/  Study  Population  /  Data 
Source 

Relevant  Findings 

Lambrew  JM;  DeFriese  GH; 
Carey  TS;  Ricketts  TC; 
Biddle  AK.  The  effects  of 
having  a  regular  doctor  on 
jipp^cc  tn  nrimsrv  care 
Medical  Care.  1996. 
34;2:138-151. 

(United  States) 

To  assess  the 
relationship  between 
having  a  regular 
doctor  and  access  to 
care,  as  measured 
by  a  set  of 
preventive  and 
primary  care 
utilization  indicators 
recommended  by 
the  lOM. 

Variable:  An  individual's  relationship 
with  the  health  care  system  was  measured 
by  three  variables  related  to 
longitudinality:  (1)  whether  or  not  the 
individual  had  a  regular  source  of  care, 
(2)  whether  or  not  the  individual  had  a 
regular  doctor,  and  (3)  the  type  of  site  of 
care  that  the  individual  used.  Only  those 
respondents  reporting  a  regular  source  of 
car  for  1  year  or  longer  were  defined  as 
having  a  regular  source  of  care. 
Study  Population:  30,038 
noninstitionalized  persons  in  the  U.S. 
Data  Source:  The  1987  National  Medical 
Expenditure  Survey  (NMES). 

Persons  with  any  type  of  regular  source  of  care 
had  better  access  than  those  without  a  regular 
source  of  care.  Persons  with  a  regular  doctor 
had  better  access  to  primary  care  than  those 
with  a  regular  site  but  no  regular  doctor. 
However,  the  apparent  advantage  of  having  a 
regular  doctor  over  a  regular  site  disappeared 
when  only  those  individuals  reporting  a 
physician's  office,  clinic,  or  health  maintenance 
organization  as  their  regular  source  of  care 
were  compared. 

O'Malley  AS;  Forrest  CB. 
Continuity  of  care  and 
delivery  of  ambulatory 
services  to  children  in 
community  health  clinics. 
Journal  of  Community 
Health.  1996.  21;3:159-172. 

(United  States) 

To  assess  how 
continuity  of  care 
influences  receipt  of 
preventive  care  and 
overall  levels  of 
ambulatory  care 
among  children  and 
adolescents  in 
community  health 
clinics  (CHCs). 

Variable:  Continuity  of  care  was  assessed 
by  (1)  presence  of  a  site  of  sick  care;  (2) 
site  of  routine  and  sick  care  are  the  same; 
and  (3)  presence  of  specific  practitioner 
within  site  of  care. 

Study  Population:  1465  children  and 
adolescents  who  identified  CHCs  as  their 
site  of  routine  care. 

Data  Source:  1988  NHIS  Child  Health 
Supplement. 

In  logistic  regression  models,  continuity  of  care 
was  associated  with  nearly  a  two-fold  increase 
in  the  odds  of  receiving  age-appropriate 
preventive  care.  Continuity  also  had  a  positive 
effect  on  entry  into  the  medical  system  within 
the  span  of  a  year  and  mean  nimiber  of  aruiual 
ambulatory  visits.  . 

refere^ce 
(Country  of  Study) 

Study  Objective 

Longitudinality-related 
Variable/  Study  Population  /  Data 
Source 

Relevant  Findings 

Rask  KJ;  Williams  MV; 
Parker  RM;  McNagny  SE. 
Obstacles  predicting  lack  of  a 
regular  provider  and  delays 
in  seeking  care  for  patients  at 
an  urban  public  hospital. 
JAMA.  1994.271;24:1931- 

(United  States) 

To  determine  the 
correlation  among 
obstacles  to  medical 
care,  lack  of  a 
regular  source  of 
care,  and  delays  in 
seeking  care. 

Variable:  A  patient  had  a  'regular  source' 
of  care  if  they  identified  a  public  or 
private  physician  or  clinic  where  they 
could  receive  routine  care.  Patients  who 
reported  an  emergency  department  or 
health  department  as  their  regular  source 
of  care  were  not  considered  to  have  a 
regular  source  of  care. 
Study  Population:  3897  patients  who 
presented  for  acute  non-appointment 
medical  care  at  an  urban  public  hospital. 
Source  of  Data:  Hospital  registration 
record,  patient  self-report  and  hospital 
financial  records. 

The  majority  (61.6%)  of  patients  reported  no 
regular  source  of  care.  No  health  insurance,  no 
transportation,  exposure  to  violence,  and  living 
in  a  supervised  setting  were  independent 
predictors  of  lack  of  a  regular  source  of  care. 
Bivariate  analysis  showed  that  younger  patients 
were  more  likely  to  lack  a  regular  source  of 
care; 

Ryan  SA;  Millstcin  SG; 
Greene  B;  Irwin  CE. 

L/llllZauOn  Ul  alXlDUlalUiy 

health  services  by  urban 
adolescents.  Journal  of 
Adolescent  Health.  1996.  18 
(March):  192-202. 

(United  States) 

To  describe 
adolescents' 

iitiliT^tinn  nf 

ambulatory  health 
services  and  its 
association  with 
sociodemographic 
and  health  status 
characteristics. 

Variable:  Regular  source  of  care 

identified  by  respondent. 

Shj/iv  Ponulfitinn  *  1 99  adolescents  1 2  to 

1 8  years  of  age  from  urban,  public  middle 

and  high  schools.  Their  parents/guardians 

were  also  interviewed  (Very  low  response 

rate-37%). 

Data  Source:  Telephone  survey  (as  the 
third  part  of  a  larger,  on-going  study). 

Adolescents  having  a  regular  source  of  care 
were  2.4  times  more  likely  to  have  used  routine 

source  of  care.  For  adolescents,  enabling 
variables  such  as  regular  s6urce  of  care  and 
health  insurance  are  strong  predictors  of 
routine  use  of  medical  and  dental  care. 

Sox  CM;  Swartz  K;  Burstin 
HR;  Brennan  TA.  Insurance 
or  a  regular  physician:  which 
is  the  most  powerful 
predictor  of  health  care? 
American  Journal  of  Public 
Healdi.  1998;883:364-370. 

(United  States) 

To  conpare  the 
relative  effects  on 
access  to  health  care 
of  relationship  with 
a  regular  physician 
and  insurance  status. 

Variable:  Regular  physician  identified  by 
respondent. 

Study  Population:  1952  nonretired,  non- 
Medicare  patients  aged  1 8-64  years  who 
presented  with  1  of  6  chief  complaints  to 
5  academic  hospital  emergency 
departments  in  Boston  and  Cambridge, 
MA,  during  a  I -month  study  period  in 
1995. 

Data  Source:  In  person  interview  at 
emergency  department  and  medical 
record  review. 

After  controlling  clinical  and  socioeconomic 
characteristics,  lacking  a  regular  physician  was 
a  stronger,  more  consisten  predictor  than 
insurance  status  of  delay  in  seeking  care.  For 
patients  with  a  regular  physician,  access  was  no 
different  between  the  tminsured  and  the 
privately  insured.  For  privately  insured 
patients,  those  with  no  regular  physician  had 
worse  access  than  those  with  a  regular 
physician. 

Reference 
(Country  of  Study) 

Study  Objective 

Longitudinality-related 
Variable/  Study  Population  /  Data 
Source 

Relevant  Findings 

Sweeney  KG;  Gray  DP. 
Patients  who  do  not  receive 
continuity  of  care  from 
general  practitioner-are  they 
a  vubierable  group?  British 
Journal  of  General  Practice. 
1995.45  (March):  133-135. 

(Great  Britain) 

To  identify  and 
describe  a  group  of 
patients  who  did  not 
receive  continuity  of 
care  from  the 
general  practitioner 
with  whom  they 
were  personally 
registered. 

Variable:  Continuity  of  care  was  defined 

as  four  consecutive  face  to  face 

consultations  with  the  doctor  with  whom 

the  patient  was  registered. 

Study  Population:  1 10  patients  (71 

female  and  39  male)  who  did  not  receive 

continuity  of  care  were  compared  with  an 

age  and  sex  matched  control  group  who 

did  receive  continuity  of  care. 

Data  Source:  General  practice  medical 

records. 

Lack  of  continuity  of  care  is  associated  with 
some  additional  morbidity  (i.e.  depression, 
vaginal  discharge,  non-cardiac  chest  pain),  an 
increased  number  of  relationship  problems  (i.e. 
marital  problems,  parent-child  relationship 
problems,  and  problems  involving  violence  in 
the  family),  'difficult'  consultations  (i.e.  30% 
vs  3%)  and  non-attendances,  as  well  as  an 
increase  in  the  use  of  open  access  clinics. 
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and  Their  Families,  Summer  Session  1996 
Enrollment:  20  Masters-level  students 

Invited  Lectures 


Co-Guest  Lecturer  -  February  1999 


Guest  Lecturer  -  December  1998 


Invited  Speaker  -  July  1998 


Title:  Applying  a  Private  Sector  Model: 
How  Has  Medicaid  Managed  Care  Affected 
Delivery  of  Health  Services  to  the  Poor? 
Attendance:  75 

Department  of  Health  PoUcy  and 
Management, 

Johns  Hopkins  University,  Baltimore,  MD 

Title:  Measuring  Access  to  Health  Care 
Attendance:  60 

Department  of  Health  Policy  and 
Management, 

Johns  Hopkins  University,  Baltimore,  MD 

Title:  Health  Services  for  the  Medically 

Indigent 

Attendance:  50 

National  Youth  Leadership  Forum  on 
Medicine  and  Public  Health:  Serving  the 
Community 

Georgetown  University,  Washington,  D.C. 


Peer  Review  Activities 

Reviewer,  International  Journal  of  Health  Services,  1998-present 


Professional  Associations 

Association  for  Health  Services  Research  (AHSR),  1996  to  present 
•    Committee  Member  -  National  Conference  Planning  Committee,  1997 
American  Public  Health  Association  (APHA),  1995  to  present 
California  Public  Health  Association  -  North  (CPHA-N),  1995  to  1996 
National  Association  of  Social  Workers  (NASW),  1993  to  1996 
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Languages 

Read,  write,  and  speak  fluent  Spanish 
Strong  foundation  in  French  and  Portuguese 

Publications 

Peer-reviewed  Papers 

Dievler,  A.,  Giovannini,  T.  Community  Health  Centers:  Promise  and  Performance. 
Medical  Care  Research  and  Review.  1998;55(4):432-456. 

Giovannini,  T.  Health  Care  Organizations  Can  Do  Better  to  Improve  Access  for  Latino 
Children.  Public  Health  Reports  (revise  and  resubmit) 

Giovannini,  T.,  Kasper,  J.D.,  Hoffinan,  C,  Lee,  Y.  Health  Insurance  Coverage  in 
American  Famihes.  (Submitted) 

Kasper,  J.D.,  Giovannini,  T.,  Lee,  Y.,  Cagney,  K.A.,  Hoffman,  C.  Serious  Health 
Problems  and  Access  to  Care.  (Submitted) 

Giovannini,  T.  Abihty  to  Obtain  Health  Care  for  Children  -  Does  Maternal  Health 
Insurance  Matter?  (in  progress) 

Non-refereed  Reports  and  Manuscripts 

Giovannini,  T.  A  Primer  on  How  to  Conduct  Surveys  on  Access  to  Care  in  Low-hicome 
Communities.  Prepared  for  the  Bureau  of  Primary  Health  Care,  U.S.  Department  of 
Health  and  Human  Services,  in  collaboration  with  the  Primary  Care  Policy  Center  for 
Underserved  Populations,  The  Johns  Hopkins  University  School  of  Hygiene  and  Public 
Health,  (in  progress) 

Giovannini,  T.  1997  Community  Health  Needs  Assessment  and  Patient  Profile.  Report 
prepared  for  Mission  Neighborhood  Health  Center,  San  Francisco,  California,  October 
1997. 

Giovannini,  T.  Barriers  to  Primary  Care  among  Latino  Children  in  a  Low-Income  Urban 
Community.  Report  prepared  for  Bureau  of  Primary  Health  Care,  U.S.  Department  of 
Health  and  Human  Services,  in  collaboration  with  the  Primary  Care  Policy  Center  for 
Underserved  Populations,  The  Johns  Hopkins  University  School  of  Public  Health, 
September  1997. 
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Dievler,  A.,  Zema,  C,  Giovannini,  T.,  Hall,  A.  The  Evolution  and  Impact  of  Publicly- 
funded  Primary  Health  Care:  A  Review  of  the  Literature.  Report  prepared  for  Bureau  of 
Primary  Health  Care,  U.S.  Department  of  Health  and  Human  Services,  in  collaboration 
with  the  Primary  Care  PoHcy  Center  for  Underserved  Populations,  The  Johns  Hopkins 
University  School  of  Public  Health,  August  1997. 

Oliva,  G.,  Giovannini,  T.,  Miller,  P.M.,  Sobozinsky,  I.  Selecting  Health  Status/Outcome 
and  UtiUzation  Indicators  in  a  Multicultural  Environment.  Family  Health  Outcomes 
Project,  University  of  CaUfomia,  San  Francisco,  October  1996. 

Giovannini,  T.  1996  Conununity  Health  Needs  Assessment  and  Patient  Profile.  Report 
prepared  for  Mission  Neighborhood  Health  Center,  San  Francisco,  California,  October 
1996. 

Oliva,  G.,  Milder,  T.,  Miller,  P.M.,  Giovannini,  T.,  Sercatz,  M.  Children  with  Special 
Health  Care  Needs:  Issues  and  Options  in  Selecting  Health  Indicators:  A  Literature 
Review.  Family  Health  Outcomes  Project,  University  of  California,  San  Francisco, 
September  1996. 

Giovannini,  T.  Review  of  the  Literature  on  Indicators  of  Asian  and  Pacific  Islander 
Maternal,  Child,  and  Adolescent  Health.  Report  and  annotated  bibliography  prepared  for 
Family  Health  Outcomes  Project,  University  of  California,  San  Francisco,  September 
1996. 

Giovannini,  T.  Medicaid  Managed  Care:  Improving  Health  Delivery  Systems  to  the  Poor 
or  Just  Dismantling  the  Safety  Net?  Position  paper  prepared  for  Mission  Neighborhood 
Health  Center,  San  Francisco,  California,  May  1996. 

Giovannini,  T.,  Guendelman,  S.  Issues  in  Providing  Services  to  Immigrant  Children  and 
Their  Families.  Report  and  annotated  bibliography  on  the  health  status  of  immigrant 
children  prepared  for  U.C.  Berkeley  Extension,  Children  and  the  Changing  Family  Study 
Program,  Berkeley,  California,  April  1996. 

Giovannini,  T.  Maternal  and  Child  Health  in  the  21st  Century:  Comprehensive, 
Integrated  and  Automated  Information  Systems  in  California.  Report  prepared  for  Family 
Health  Outcomes  Project,  University  of  California,  San  Francisco,  November  1995. 

Giovannini,  T.  1995  Community  Health  Needs  Assessment  and  Patient  Profile.  Report 
prepared  for  Mission  Neighborhood  Health  Center,  San  Francisco,  California,  October 
1995. 

Giovannini,  T.  Determinants  of  Sick  Care  Utilization  by  Latino  Children.  Report 
prepared  for  the  Chicano/Latino  Policy  Project,  Institute  for  the  Study  of  Social  Change, 
University  of  CaUfomia,  Berkeley,  May  1995. 
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Giovannini,  T.  Coordinating  Health  Care  Services  for  Latino  Children  in  Health  Care:  A 
System-wide  Model  for  Health  and  Social  Service  Delivery.  Report  prepared  for 
Proyecto  Ninez/Aspira  Foster  Family  Services,  San  Francisco,  CaUfomia,  April  1994. 

Giovannini,  T.  Health  Status  of  Latino  Children  in  Foster  Care.  Report  prepared  for 
Proyecto  Ninez/Aspira  Foster  Family  Services,  San  Francisco,  California,  December 
1993. 

Books 

Giovannini,  T.  Ability  to  Obtain  Health  Care  -  Does  Family  hisurance  Matter?.  Doctoral 
Dissertation.  Department  of  Health  Policy  and  Management,  School  of  Hygiene  and 
Public  Health,  The  Johns  Hopkins  University.  May  1999. 


Presentations  (*  =  peer  reviewed,  +  =  invited) 

*  Giovannini,  T.  "Health  Insurance  Coverage  among  Families  in  the  United 
States."  Annual  Conference  of  the  Association  for  Health  Services  Research, 
Chicago,  n.,  June  29, 1999  (accepted). 

*  Giovannini,  T.  "Beyond  Finance  Reform  -  Improving  Access  at  the 
Organizational  Level."  (poster)  American  Public  Health  Association  Annual 
Meeting,  Washington,  D.C.  November  19,  1998. 

*  Giovannini,  T.  "Population-  and  Organizational-related  Barriers  to  Primary 
Care:  The  Case  of  Low-hicome  Latino  Children  in  An  Urban  Community." 
(poster)  Annual  Conference  of  the  Association  for  Health  Services  Research, 
Washington  D.C,  June  22, 1998. 

*  Giovannini,  T.  "Barriers  to  Primary  Care  among  Latino  Children: 
Opportunities  for  Improvement."  National  Association  of  Community  Health 
Centers  1998  PoUcy  Issues  Forum,  Washington  D.C,  April  7,  1998. 

+  Giovannini,  T.  "Where  to  Focus  Interventions  to  Improve  Access  to  Care  for 
Latino  Families."  Bureau  of  Primary  Health  Care,  Department  of  Health  and 
Human  Services,  Bethesda,  Md.,  March  3,  1998. 

+  Giovannini,  T.  "Barriers  to  Primary  Care  among  Latino  Children  in  a  Low- 
Income  Urban  Community."  Primary  Care  Policy  Center  Seminar  Series,  The 
Johns  Hopkins  University  School  of  Public  Health,  Baltimore,  Md.,  November 
12, 1997. 
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*  Giovannini,  T.  "Barriers  to  Primary  Care  among  Hispanic  Immigrants  in 
California."  Baltimore-Washington  Primary  Care  Research  Fellows  Symposium, 
The  Johns  Hopkins  University  School  of  Medicine,  Baltimore,  Md.,  November  8, 
1996. 

*  Oliva,  G.,  Giovannini,  T.,  Miller,  P.M.,  Sobozinsky,  I.  "Selecting  Health 
Status/Outcome  and  Utilization  Indicators  in  a  Multicultural  Environment." 
(poster)  American  Public  Health  Association  Annual  Meeting,  New  York,  New 
York,  November  18,  1996. 

+  Giovannini,  T.  "Determinants  of  Sick  Care  Utilization  among  Latino 
Children."  (poster)  School  of  Social  Welfare  Armual  Research  Day,  U.C. 
Berkeley,  Berkeley,  CaUfomia,  May  8, 1995. 
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